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The Edward John Noble Hospital at Gouverneur, 
in up-State New York, is the first of three hospitals 
which will serve a population of some 96,000 persons. 
This is a general hospital with 60 beds for adults— 
20 surgical, 25 medical, and 15 obstetrical—plus 15 
bassinets. It replaces an older structure which is 
being converted into a nurses’ home. Two other 
hospitals—comprising the North County Hospitals 
—have 30 and 48 beds, which brings the area total 


to 138 beds. This hospital, which opened in August 
1950, is administered by a nonprofit corporation. 
Of its total construction costs of approximately 
$1,166,000, two-thirds came from contributions of 
local citizens, from endowments, and from other non- 
governmental sources. One-third were Federal funds 
from the Hospital Survey and Construction Program. 
Photograph courtesy of the architects, Skidmore, 
Owings & Merrill. 
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Aging: Implications for Public Health 


By CLARK TIBBITTS, B. S. 


Population and aging in American life are 
emerging as a specific responsibility and oppor- 
tunity for public health—responsibility, because 
public health shares the credit for extending 
life and creating the conditions which now 
command attention; opportunity, because of 
the tremendous significance that healthy, useful, 
and satisfying later years will have for our 
individual, family, and community life. 

Later life, with its problems of adjustment, 
health, and security, faces more people in this 
country than it ever has before. Increasing 
longevity has come about almost entirely as a 
result of improvement in the environment of 
infants, children, and young adults—improve- 
ments based on biological research and scientific 
inventions translated into widespread public 
health and medical practices. At least 50 per- 
cent of all of today’s children will live into the 
period which a generation or so ago was re- 
garded as very old age. Older people have in- 
creased both numerically and proportionately 
since the turn of the century. The new prob- 
lems, however, grow primarily out of changes 
in our ways of living. 

In agricultural economies, older people gen- 
erally find useful occupations and are active 
participants in family and community groups. 





Mr. Tibbitts, a sociologist, from 1938 to 1949 
was director of the Institute for Human Adjust- 
ment at the University of Michigan. He was 
director of the National Conference on Aging 
and vice president of the Second International 
Gerontological Congress and is currently chair- 

an of the Committee on Aging and Geriatrics 

/ the Federal Security Agency. 





Vol. 67, No. 2, February 1952 


Industrialization and urban living, themselves 
made possible in part by public health en- 
gineering and sanitation, introduced many 
changes. 

In this country, industry and commerce grew 
up in an environment of young people and 
developed a preference for younger workers. 
Use of machines and power increased the out- 
put per worker faster than the economy could 
absorb it. When a plethora of urban workers 
appeared and the economic situation demanded 
certain adjustments, the older people were re- 
tired and could find few outlets for their ener- 
gies, as they might in most rural economies. 

Furthermore, family life has undergone sig- 
nificant changes as a result of urban living. 
There are few common activities in the family 
to interest three generations, as there were in 
an earlier day. Thus the family has become 
the two-generation, conjugal group living in 
dwellings both spatially and socially inadequate 
for three generations. On the whole, grand- 
parents are not regarded as essential to the 
young family of today. This, together with 
retirement from work, has helped to carry along 
the notion of uselessness in the older years. By 
and large, older people today are a bewildered 
group, eager to retain useful roles in the com- 
munity but often made psychologically, finan- 
cially, and medically dependent by a society 
which is only beginning to discover the true 
nature of aging and to recognize the great re- 
sources that reside in its older citizens. 

Many individuals and groups are now study- 
ing aging and its meaning for individuals, 
families, communities, and for society as a 
whole. In the past 18 months, professional 
workers in many fields have met in a National 
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Conference on Aging, in the First and Second 
International Gerontological Congresses, and 
in numerous State and local meetings. The sub- 
ject has been appearing with increasing fre- 
quency on meeting programs. More and more 
professional groups—and the general public— 
are taking a positive viewpoint. A new and 
more hopeful concept of aging seems to be gain- 
ing currency. The following is a distillation 
of ideas and practices that have come out of 
recent meetings and discussions. 


The Modern View of Aging 


The new view is that aging does not begin at 
any chronological age but has its onset grad- 
ually in middle life. Moreover, it may mark 
the beginning of a new phase of growth and 
development with great significance for the 
individual and for society. Some of the 
reasoning behind this concept is as follows: 

Biological research reveals failure or slowing 
of cell replacement, muscular atrophy, tissue 
desiccation, and lower rate of absorption of 
some nutrients. It indicates, further, that much 
of what is now termed aging may be a con- 
sequence of disease processes; hence, that as the 
diseases of internal origin come under control, 
aging itself may be postponed. 

Moreover, the factors that have added nearly 
a generation to life have also probably extended 
the period of vitality. The 50- to 70-year-old 
at mid-century may well have more energy re- 
serve than had the individual of the same age 
in 1900. Psychological aging appears to be still 
slower, with the purely mental capacities being 
retained or even continuing to develop well into 
later years. 

Thus, biological and psychological changes 
are gradual processes that generally need not 
interefere with continued activity. It should 
be observed, too, that the gradual depletion of 
energy reserve loses much of its significance as 
more and more tasks are turned over to machine 
operations. These considerations are forcing 
the conclusion that complete deterioration and 
helplessness can be comparatively rare or at 
least postponed much longer than we have 
thought. Clearly, our notions of the capacities 
of older people must be revised. 

Sociologically, aging may be characterized in 
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terms of culturally assigned roles and of exter- 


nal factors. People begin to be regarded as 
members of the passing generation and largely 
incapable of further major contributions when 
they become grandparents, when their actions 
and thoughts become more deliberate, and when 
cosmetic changes (graying, bifocals, etc.) begin 
to appear. Social attitudes have fostered in- 
dividual deterioration. For many, old age 
starts when children mature and leave home. 
Older people develop a new need for companion- 
ship, for activity, for security, and for a sense 
of usefulness. Loss of husband or wife, retire- 
ment from work, and reduced income aggra- 
vate these problems. 

Society can change its attitudes toward older 
people. As older people, we can learn to adjust 
to external changes. Moreover, freed from ear- 
lier responsibilities and from the aggressive, 
competitive years of early adulthood, the in- 
dividual in middle life is equipped for a gen- 
eration of continued usefulness to society. 


Favorable Environment Needed 


Soundly based as it is, the new concept of 
aging will take on reality only as we create an 
environment in which older people find oppor- 
tunities for activity and are expected to use 
them. First of all, we must adopt positive at- 
titudes toward aging and toward the contribu- 
tions of older people. Then we must find ways 
to enable older people to acquire continuing 
education, make new friends, and find oppor- 
tunity for self-expression and social participa- 
tion. 

In the culture of the past, a whole array of 
services and facilities was assembled for normal 
children and young adults—prenatal and ma- 
ternity services, well-baby clinics, schools, play- 
grounds, guidance centers, etc. In other words, 
we provided an environment in which young 
people could grow and develop in a complex 
world. Now we must also develop whatever 
facilities and services may be required to permit 
the continued growth of those who are living in 
the older years. 

This viewpoint is consistent with the new 
concept of aging. The emphasis is on services 
for normal, active older people rather than for 
a dependent, helpless group. Of course, there 


Public Health Reports 








ei ee 














will probably always be some who are handi- 
capped physically, psychologically, or socially, 
just as there are handicapped children. But, 
like children in similar situations, these people 
are candidates for restoration and rehabilita- 
tion. In addition, intensive care and custodial 
services will still be required for those who are 
seriously disabled or in advanced stages of de- 
terioration. There is no reason, however, why 
this group ever need be more than a small 
fraction of the aging among us. 


Employment 


One of the basic needs of all people, young 
or old, is to retain position and dignity in a 
society that places value on contributory status 
and self-sufficiency. This means that older 
people must have a continuing opportunity to 
work and that compulsory retirement based on 
arbitrary chronological ages must be abandoned. 
How to achieve this is now occupying the at- 
tention of many employers and labor groups, 
as well as professional workers. 

Society too has a great stake in the employ- 
ment of older people as the period of life length- 
ens after the traditional retirement age. We 
are, indeed, approaching the time, unless we 
take steps to prevent it, in which the total years 
of dependency in childhood, youth, and the 
older years will equal the period of gainful 
employment. It is generally agreed that this 
situation, if allowed to continue unchecked, 
threatens the level of living of the entire popu- 
lation. The solution seems to lie in recognizing 
the extended period of vigor and in enabling 
more older workers to continue in paid, pro- 
ductive employment. 

Finally, growing world unrest is putting 
more and more demands on us for a variety of 
goods and services. Unless we utilize the en- 
ergy and skills of men and women beyond 50 
and 60 years of age, we may fail in our 
objectives. 

Several aspects of the employment question 
fall within the range of public health. Con- 
tinued employment, for example, depends on 
the maintenance of good health. The commu- 
nity health worker and the industrial physician 
and nurse have numerous opportunities to pro- 
mote health maintenance. They may, for ex- 
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ample, develop and use screening tests for 
disease, conduct periodic health examinations, 
and participate in educational programs de- 
signed to help workers adjust to biological 
changes and to any disability that may arise. 

Adjustments and job changes will be required 
for those who lose essential capacities or de- 
velop handicapping illnesses. Because we have 
labored under the misapprehension that a par- 
ticular disability constitutes a handicap for all 
types of work, we have carelessly wasted man- 
power. It has been pointed out that this need 
not continue if the industrial physician and 
nurse and the rehabilitation team will work 
with engineers and personnel officers on match- 
ing capacities to specific job requirements. 

Other adjustments can be made, too. Many 
jobs are already part-time in character and are 
particularly suited to the circumstances of the 
workers holding them. It was discovered dur- 
ing the forties that many jobs could be engi- 
neered to meet the capacities of untrained work- 
ers. Certainly as much can be done for the 
older worker. The public health profession has 
a great opportunity in helping management 
utilize the energies and experience of older 
workers. 

Dr. Clifford Kuh, who is director of public 
health, Permanente Hospitals, Oakland, Calif., 
has developed a useful concept in his observa- 
tion that life represents—or should represent— 
a continuing adaptation of man to job and job 
toman. Responsibilities are expected to change 
as the younger worker acquires skill and ma- 
turity or when his interests change. Similarly, 
further changes, consistent with aging and in- 
creased leisure, represent purely normal adap- 
tations. If this philosophy gains acceptance, 
retirement in the usual sense may disappear 
altogether. Health, or physical and mental 
status, will influence changes in activity to a 
much greater extent than it has in the past. 
The possibilities here for the community health 
worker are tremendous. 


Creative Activity and Recreation 


It has often been observed that, in an econ- 
omy of routine jobs, avocational interests offer 
the principal means of satisfying the universal 
need for self-expression. Certainly older peo- 
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Changing Age Distribution in the United States in 1900, 1940, and 1949 


Data from National Resources Planning Board: Human Conservation ; the Story of our Wasted Resources, Washington, D. C., 
U. S. Government Printing Office, and U. S. Bureau of the Census: Current Population Reports—Population Estimates, Series 
P-25, No. 39, May 5, 1950. Chart from Shock, N. W.: Trends in Gerontology, printed by permission of Stanford University 


Press, 1951. 


ple have both a need for creative and recrea- 
tional activities and the opportunity to develop 
these skills through increased leisure. Further- 
more, older people testify daily to the great 
satisfaction they find in having inner resources 
to draw upon when other responsibilities have 
waned. Recreation, handicrafts, and volun- 
tary services offer the multiple advantages of 
providing activity, opportunity for social con- 
tacts and for making new friends, and for exer- 
cise which might otherwise be neglected. 

The health educator and the public health 
nurse particularly can call the attention of older 
people and their families to the satisfactions 
inherent in working with their own hands and 
heads. Homebound older persons in institu- 
tions and in their own homes represent a par- 
ticularly challenging group. 

Recreation groups and clubs are becoming 
quite popular among older people. It has been 
suggested that these groups may offer an avenue 
for health guidance and counseling. In addi- 
tion to these specific responsibilities, the public 
health profession clearly belongs in the com- 
munity planning groups working out adapta- 
tions to the aging population. 

Most older persons wish to live independently 
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in homes they can call their own and in proxim- 
ity to relatives, friends, and familiar places. 
By all means they wish to avoid segregation in 
colonies or in congregate facilities except where 
absolutely necessary. Yet, older people do re- 
quire housing especially designed to fit their 
financial, social, and physical circumstances. 
Public health engineering has an important 
part to play in developing standards and adap- 
tations in housing for our aging group. 


Living Arrangements 


In Great Britain, and to a limited extent in 
the United States, it has been found that many 
people will remain in their own homes even 
when frail or ill if suitable services are made 
available. These include physician and hospi- 
tal care at prices within their means, public 
health nursing visits, housekeeping assistance, 
provision of a warm meal each day, counseling 
or assistance with problems, and friendly visit- 
ing. These arrangements not only promote in- 
dividual well-being but also help to reduce the 
number of expensive institutional and hospital! 
facilities needed in the community. 

Among the suggested measures for meeting 
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the housing needs of older persons are residence 
clubs, boardinghouses run by and for older peo- 
ple, and foster homes. Another arrangement 
is the construction of groups of single dwellings 
around a dormitory-type facility equipped with 
infirmary, central dining hall, community cen- 
ter, and workshops. Since these dwellings 
would be located inside the city, the residents 
would be assured necessary services and still be 
able to maintain contact with the whole com- 
munity. 

Public health is obviously involved in living 
arrangements for older people. It can partici- 
pate by conducting research into housing re- 
quirements and by evaluating various types of 
living arrangements; by providing some of the 
supporting services; and by working with other 
community agencies toward integrated plan- 


ning. 


Health Promotion 


To remain full-fledged, participating mem- 
bers of the community, older people must have 
the best possible physical and mental health. 
Health education and early detection of dis- 
ease can postpone a good deal of disability, de- 
terioration, and loss of physical and mental 
capacity. We who are aging need informa- 
tion about physical changes and how to live 
with them and about the availability of health 
services. We need guidance in such areas as 
diet, rest, exercise, and physical status. In 
order to maintain good mental health, many 
older people need individual or group counsel- 
ing to adjust to such crises as loss of relatives 
or friends, retirement and reduced income, and 
the onset of chronic conditions. Public health 
workers can contribute greatly in this area by 
working with adult educators, employers, and 
other individuals and community groups. 

Devices and facilities for the detection of 
incipient conditions, for assessment of health 
status, and for health counseling have been 
recommended in all of the major aging con- 
ferences. Further experimentation as well as 
demonstration projects of various kinds are 
urgently needed. 

Despite improvements in health status that 
may be expected to come, the demands for medi- 
cal care and rehabilitation seem destined to 
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increase in the future. It has been estimated 
that, within another generation, increases in the 
population coupled with the changing age dis- 
tribution will double or triple the number of 
‘ases requiring treatment. How this need is 
met is important for the individual as well as 
for our entire economy. Clearly it is within 
the province of public health. 


Medical Care and Rehabilitation 


The immediate challenge is to devise or ex- 
pand services that will restore as many as pos- 
sible sick or disabled older persons to self-care, 
independence, and usefulness. A few institu- 
tions and rehabilitation and community centers 
are showing that this can be accomplished. 

Home care programs, rehabilitation centers 
in local hospitals, more effective use of State 
rehabilitation services, and the employment of 
specialists who visit nursing homes and home- 
bound individuals in order to teach them new 
skills and activities are all new developments 
with a great deal of promise. For those who 
require long-term services, new facilities must 
be developed instead of relying on the acute 
hospital or the county infirmary. Connecticut, 
for example, is moving forward in developing 
a state-wide system of chronic disease hospitals, 
rehabilitation centers, and long-stay annexes, 
integrated with community hospitals, nursing 
homes, and placement facilities for foster 
homes. Full recognition is given to the dy- 
namic nature of sickness and to changing finan- 
cial and social circumstances, which, taken to- 
gether, call for varied and flexible facilities. 
In such a manner, therapy can be progressive 
and patients can be moved about as their condi- 
tion warrants. 

Nursing and old-age homes are examining 
their locations, facilities, and programs in recog- 
nition of the modern concept of older people 
as alert, participating, contributing persons. 
New standards are being developed for congre- 
gate living facilities, in compliance with 
Public Law No. 734, 8lst Congress. Nursing- 
home operators have organized in nearly half 
the States. They are eager to work with public 
health and welfare agencies in designing fa- 
cilities and in providing services that are safe, 
stimulating to the individual, comfortable, and 
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reasonable in price. Administrators of various 
institutional facilities are beginning to see the 
merits of maintaining close relationships with 
acute hospitals, community nursing and in- 
formation services, occupational therapy pro- 
grams, and educational institutions. 

Certainly this is an important area for public 
health planning. Numerous States, counties, 
and cities are waiting for the health department 
or some other community agency to take in- 
itiative in this field. Because so much of the 
community planning, facilities, and services 
revolve around health status and medical care, 
and because it touches the professional interests 
of a variety of health workers, it seems logical 
to expect the health department to play an in- 
creasingly important part in conserving the 
health and welfare of older people. 


An International Concern 


Much of the material for this article has been 
drawn from the papers and discussions of the 
Second International Gerontological Congress, 
held in September 1951. This congress demon- 
strated that not only are the problems of aging 
world-wide but that many countries have 
already taken aggressive steps to meet them. 
Some of the outstanding progress in providing 
suitable living arrangements for older people 
and in organizing modern institutional and re- 
habilitative services has been made by countries 
which have had to face the problems earlier 
than we in the United States. Certainly there 
is much that we can learn from the experiences 
and programs of other countries. 

The congress, like the National Conference 
on Aging before it, was organized on the broad- 
est possible front. Its four sections considered 
such fields as biological and medical research, 
sociology, psychology, education, religion, eco- 
nomics, welfare, housing, and health services. 
This suggests the variety of factors which must 
be considered in meeting the needs of older 
people and the interrelationships which must 
always be kept in mind. The question of health 
ran like a thread through the discussions in all 
the sections; conversely, health workers need 
to be aware of the many related problems of the 
aging which affect physical and mental status 
and are affected by it. 
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Objectives and Action 


The congress had three major objectives: (1) 
to provide an international forum for the ex- 
change of ideas, information, and recent re- 
search, (2) to promote additional research in 
aging and to identify the areas in which re- 
search is most needed, and (3) to identify and 
stimulate action programs in the field of aging, 
using the knowledge now in our possession. 
Particularly in the section on health mainte- 
nance and services was the feeling strong that 
the people seem to be ready for action programs 
and that existing knowledge can be put to work 
in an effective manner. The participants agreed 
that health and welfare workers must prepare 
to give increasing attention to the continuing 
needs of older people. 

Of significance to public health workers was 
the preventive approach which underlay much 
of the discussion. The emphasis was on re- 
taining function and on conserving and utiliz- 
ing capacity as long as possible. It was in this 
framework that the participants looked at 
accident prevention, housing and living ar- 
rangements, and even medical and rehabilitative 


services. 


Blueprint Needed 


The congress did not present a blueprint of 
public health services or community action for 
an aging population. The field is new; experi- 
mentation and continuing research were urged 
at this conference and by every other group that 
has studied the problem. Many of the research 
needs fall directly within the province of public 
health, such as studies to develop measurements 
of capacity, aptitude, and performance, and 
community surveys of needs and resources. 

It is clear, too, that the public health profes- 
sion is involved in human aging and its mean- 
ing in contemporary life, not by itself but in 
concert with many other professions and groups. 
Public health workers—all of us—will do well 
to remember that we are all aging right now, 
and that what we do for and with older people 
today we shall be doing for ourselves tomorrow 
and for those who come after us. 
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Public Health Aspects in Brief .. . 


The Second International Gerontological Congress 


By arrangement with Dr. E. V. Cowdry, president of the Second Inter- 
national Gerontological Congress, 24 papers read at the meeting in St. Louis 
in September are presented here in brief. These papers were selected for 
their particular application to the field of public health and are not neces- 
sarily representative of the entire congress. Selection was determined to 


some extent by the availability of the papers. In abstracting, the original 


language of the author has been retained as much as possible, and his ap- 
proval has been obtained for the use of his work. 


The Health Insurance Plan 
Of Greater New York 
With Its Older Enrollees 


By GEORGE BAEHR, M. D., 

President and Medical Di- 

. rector, and NEVA R. DEAR- 

> DORFF, Ph. D., Director of 

Hi ’ the Division of Research and 
brief Statistics, Health Insurance 
Plan of Greater New York 


The Health Insurance Plan of 
Greater New York is a voluntary, 
nonprofit corporation operating un- 
der the insurance laws of the State 
of New York. Every kind of med- 
ical and surgical service is available 
to its 282,000 subscribers. Because 
of the absence of age limits, a fairly 
large number of old people are in- 
sured under the plan. On May 31, 
1951, persons of 50 or over consti- 
tuted 18 percent of the total enroll- 
ment; about 15,000 members were 
over 60, and almost 6,000 were over 
65 years of age. 

Analysis of the utilization of 
physicians’ services in 1948 and 1949 
reveals that the rates for all HIP 
enrollees were identical in both years 
and that there was comparatively 
little difference in the utilization 
rates for older and younger persons. 
About the same proportion of servy- 
ices was given to people both under 
and over 50 years in physicians’ 
offices or in group medical centers. 
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Proportionately, only half as many 
home calls were made to older per- 
sons as to persons under 50 years. 
On the other hand, the proportion of 
physicians’ visits to older persons in 
hospitals was about 46 percent 
higher than such visits to younger 
persons. 

The 929 persons of 70 and over, 
both men and women, had an aver- 
age of 3.4 office visits, less than one- 
half a home visit, and less than 
three-quarters of a hospital visit in 
1949. Thus, a wide margin remains 
for people of this age to increase 
their rate of utilization without 
creating any serious pressure on a 
plan like HIP. 

Older persons had a slightly larger 
fraction of their care given by the 
general physician than was the case 
with persons under 50. HIP rec- 
ords show that older persons re- 
quire comparatively more service 
from internists, general surgeons, 
and urologists, as would be antici- 
pated. Older persons in the HIP 
population have also required more 
surgery, with the demand from 
males exceeding that of females. 

Unless, in its enrollment process, it 
has attracted an excess of unhealthy 
people under the age of 50 and an ex- 
cess of healthy people over that age— 
which seems most unlikely—the ex- 
perience of the Health Insurance 
Plan of Greater New York demon- 


strates that older persons are not ex- 
cessive users of physicians’ services, 
Enrolled in the proportions in which 
they occur in the general popula- 
tion, older people do not present 
problems of any magnitude or seri- 
ousness to a properly conducted plan 
of prepaid comprehensive medical 
care. 

There is much to be learned about 
ways to improve medical care for 
the aging; a higher utilization rate 
among the aged may occur as more 
is learned about the possibilities of 
improving the health of older per- 
sons. There is no reason to believe, 
however, that the inclusion of the 
aged in a prepaid comprehensive 
medical care plan should materially 
affect the premium rates necessary 
for good medical care of families at 
various ages in life. As soon as 
geriatrics becomes a well-defined and 
generally recognized medical spe- 
cialty, with sufficient representatives 
to undertake work in considerable 
volume, the HIP medical groups can 
integrate geriatric services in the 
same way as pediatric services are 
now incorporated in the groups’ 
medical programs. 


The full text of this paper is 
scheduled to appear in a forthcom- 
ing issue of the Journal of Geron- 
tology under the title, “The 
Experience of a Health Insurance 
Plan with Older Enrollees.” 
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Involuntary Retirement and 
Morbidity and Mortality 


By M. L. BARRON, Ph. D., 
Department of Sociology 
and Anthropology, Cornell 
University 


brisk | 


Cornell University is engaged in 


a 7-year longitudinal nation-wide 
study to test the hypothesis that in- 


voluntary, unplanned retirement 
based on chronological age acceler- 
ates morbidity and mortality and ag- 
sravates symptoms of senility. Dif- 
ferentials on morbidity and mortal- 
ity will be obtained for the follow- 
ing groups, among others: 

1. Those continuing fully active 
vocationally after 65 versus those 
fully retired. 

2. Those who retire abruptly at 65 
versus those who gradually retire. 

3. Those retiring involuntarily 
versus those who retire voluntarily. 

4. Those retiring without plan 
versus those retiring on a planned 
basis. 

5. Those remaining at work after 
6> for economic reasons versus those 
continuing for other reasons. 

Two pilot studies in an industrial 
plant in Ithaca, N. Y., and a commu- 
nity study in Elmira were under- 
taken to determine the variables in 
old age which may affect or be af- 
fected by retirement. These studies 
will be used as a starting point for 
a 1-year nation-wide survey of a rep- 
resentative group of 1,000 urban peo- 
ple, aged 60 and over, and for a series 
of follow-up, in-plant studies com- 
mencing with 64-year-old people who 
are gainfully employed. Long-range 
checks will be made on the physical 
and mental morbidity and mortality 
of the latter group, and detailed in- 
formation will be obtained regard- 
ing health, activities, social roles, 
and other factors. 

To determine attitudes toward re- 
tirement, than 500 persons 
representing a cross section of the 
population were interviewed in El- 
mira. A majority indicated that 
the individual himself or a doctor, 
rather than an employer, the Gov- 
ernment, or the union, should make 


more 
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the decision as to when a person 
should retire. 

Reactions to the statement, ‘“Work- 
ers should be encouraged to retire 
at 65,” elicited a response of 56 per- 
cent in accord. The youngest re- 
spondents held this belief to a far 
greater extent than middle-aged or 
older ones; apparently older re- 
spondents identify themselves with 
the problem of retiring at 65 much 
more than younger respondents. In 
response to another question, the 
answer to which might indicate bias 
on the part of the respondent, more 
than three-fourths felt that older 
people did not demand more consid- 
eration than they have a right to 
expect. The analysis by age indi- 
cated, contrary to expectation, that 
it was not the youngest group pri- 
marily who agreed to the statement. 
Rather, this prejudice among older 
people was registered to a greater 
extent by respondents who were apt 
to be influenced by stereotyped ideas 
of racial or ethnic group origin. 
Older respondents may be more prej- 
udiced against persons of their own 
age, although other questions indi- 
cated that they were less arbitrary 
and more individualistic about de- 
cisions for retirement. This appar- 
ent inconsistency and others may be 
probed further in this extensive 
study to determine how the aged 
feel and to learn more about their 
behavior. 


Something to Live For 


By GEORGENE E. BOWEN, 
Director, Philadelphia's Rec- 
reation for Older People 


brief 


The Health and Welfare Council 
of Philadelphia asked the Philadel- 
phia Recreation Association to un- 
dertake a program of establishment 
of recreation clubs to enrich the so- 
cial life of many of the estimated 
226,400 persons over 65 in its tri- 
county area. With the assistance 
of an advisory committee and a proj- 
ect director, together with 98 pri- 
vate and public organizations, a 
groundwork of understanding and 
cooperation was laid before actual 
promotion was begun. 


The Recreation Association first 
obtained free space and facilities 
from settlement houses, city rec- 


reation centers, “Y’s,”’ churches, 
and homes for the aged. Sponsoring 


committees were formed to provide 
stability, financial backing, and vol- 
unteer help to the clubs. 

Whenever possible, professional 
staff was used to work with older 
people, but mainly lay persons have 
acted as leaders and volunteers. At 
present 480 nonprofessionals are 
serving enthusiastically. Institu- 
tions, workshops, and conferences 
were held to train a total of 555 
professional and  nonprofessional 
workers. 


The Program and Responses 


Local sponsoring committees ex- 
tended invitations to known older 
neighbors to participate in planned 
recreational activities. Although 
the problem of making contact with 
older persons is still baffling, the 
response of those who could be 
reached was immediate and enthu- 
Today there are over 3,700 
individuals gathering in SO centers. 
They attend an average of 20 meet- 
ings a year. 

At these “Golden Age Clubs,” there 
is dancing, singing, playing games, 
painting, working at arts and crafts. 
Oldsters write and recite poetry, 
hold contests, take time for book 
reviews and current events, go on 
trips, and give dramatic programs. 

The mostly neighbor- 
hood groups and vary in cultural 
and economic backgrounds. There 
are racial, cultural, and religious 
mixtures responsive to a single in- 
terest or to several. There are both 
employed and unemployed members 
of all economic strata. Class dis- 
tinction does not exist—in a single 
club there is a blacksmith and a 
Ph.D. The age range is great, from 
60 to 100 plus. In a span of 40 years 
two full generations may be repre- 
sented. 


siastic. 


clubs are 


The Community 


Even though a leisure program has 
a powerful therapeutic force in the 
life of an older person, happy group 
association has a far-reaching bene- 
ficial effect on the community. The 
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older person is no longer a burden 
but an asset to his locality. 

The club door swings both ways, 
admitting the community and at the 
same time leading the older people 
into community life to which they 
are quick to respond. 

Illnesses and resistances which 
characterize the older and lonely in- 
dividual often miraculously disap- 
pear. There has not been a single 
heart attack and only one minor 
illness at the club meetings. Finally, 
the negative attitudes of older in- 
dividuals dissatisfied with their com- 
munity change, and those of the 
community change too. Prejudice 
disappears, and tolerance of other 
faiths, races, economic and cultural 
levels takes its place. 


Improving Health Care 
In Nursing Homes 


By L. E. BURNEY, M. D., 
Health Commissioner, and 
MARTHA O'MALLEY, M. D., 
Director, Division of Hospi- 
tal and Institutional Serv- 
ices, Indiana State Board 
of Health 


brief 


Institutional care of the aging is 
becoming increasingly important. 
Public health workers are interested 
in institutional care because of their 
responsibilities in problems of the 
aged, including chronic diseases, and 
because they are often required to 
assume functions in the inspection 
and approval of institutions. 

Nursing homes, private and pub- 
lic, should provide adequate care 
and should maintain reasonable 
standards to safeguard the health 
and promote the welfare of their 
residents, particularly elderly peo- 
ple. One of the measures to assure 
standards is through the licensure 
and approval of institutions. There 
has been a definite trend in this 
country for States to enact laws re- 
quiring licensure of hospitals and 
nursing homes. This trend was 
stimulated by the enactment of the 
Federal Hospital Survey and Con- 
struction Act and by the recent 
amendments to the Social Security 
Act. 

In Indiana, considerable study was 
given to the development of a sound 
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program for the licensing and ap- 
proval of a number of institutions. 
The responsibilities of the State 
Board of Health are in the field of 
health and environmental sanita- 
tion. It works closely with the De- 
partment of Public Welfare, which 
administers the program of approval 
of county homes for assistance 
cases, and with other State agencies 
having similar responsibilities. 
Most operators of institutions are 
sincere and well-intentioned, but 
they sometimes fail because of lack 
of awareness or understanding of the 
problems or because of inability to 
cope with the situation. Therefore, 
the program should be one of educa- 
tion and assistance, rather than of 
compulsion. Police methods should 
be resorted to only when all other 
methods fail. Standards and regu- 
lations should be in the form of 
basic principles rather than an out- 
line of specific details. The applica- 
tion. of principles allows for flexi- 
bility and individual 
variation to meet particular situa- 


encourages 


tions. 

There are certain common basic 
problems which have appeared in 
the work with county and nursing 
homes in Indiana. These are: (1) 
lack of a definite plan for care of 
chronic disease patients in different 
age groups; (2) lack of community 
understanding and support; (3) lack 
of a representative group of citizens 
to work with operators of homes on 
policies and programs for care; (4) 
need for administrators to under- 
stand program planning and the 
needs of chronic disease patients; 
(5) need for supervision of nursing 
eare by qualified registered nurses ; 
(6) need for well-balanced diet and 
meal planning for the aged and 
chronically ill patients; (7) almost 
complete absence of physiotherapy 
services; (8) the little effort made 
to keep the persons in county or 
nursing homes occupied; (9) the 
limited amount of medical care now 
provided, which is usually on the 
basis of individual need rather than 
on a definite plan of supervision and 
care; and (10) need to improve the 
physical structure to provide good 
environmental sanitation and to 
modernize utilities and service fa- 
cilities. 





evaluation of 
present health needs of older people 
and a plan based on their needs 


A comprehensive 


should be made. The plan should 
include an allocation of public and 
private nursing home beds based on 
realistic criteria of need and on the 
proposed over-all program. This 
plan should be developed before li- 
censing agencies proceed with regu- 
lations, since requirements should be 
directed to the program of patient 
care the institution is expected to 
carry out. A model set of regula- 
tions and standards for public and 
private nursing homes should also be 
developed to serve as a guide to 
States and counties in working out 
their own requirements. Personnel 
specifications should be established 
to include experience, training, and 
personal qualifications of the staffs 
of nursing and county homes. 
Finally, special training programs 
should be inaugurated for the licens- 
ing of agency personnel. 
ses 

The full text of this paper is sched- 
uled to appear in a forthcoming issue 
of Geriatrics. 


Nutrition, Senescence, 
And Rejuvenescence 


By A. J. CARLSON, Ph. D., 
ond F. HOELZEL, Ph. D., De- 
partment of Physiology, 
University of Chicago 


brief 


More than 35 years ago, the senior 
author found that a 5-day fast, un- 
dertaken to study hunger, produced 
highly beneficial physical and men- 
tal after-effects. Marked general 
improvement lasting at least 6 
months was experienced by Hoelzel 
following a 26-day fast in 1913, and 
similar improvement was experi- 
enced in 1917 following a 15-day fast, 
despite the development of nutri- 
tional edema. 

These experiences seemed to sup 
port the findings of Child in experi 
ments with planaria—that starving 
had some rejuvenating effect (Se 
nescence and Rejuvenescence, Uni- 
versity of Chicago 1915). 
Child regarded the rejuvenation of 
planaria by starvation to involve an 


Press, 
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increase in the rate of metabolism. 
Studies on three dogs and seven men 
confirmed this view although 
study on Hoelzel did not. 

In 1928, it was found that mental 
performance of three subjects was 
increased above the prefasting level 
for some time after fasting. 

Prolonged fasting evidently pro- 
duces the most striking effects and 
after-effects within the shortest time. 
Hoelzel found that a general im- 
provement following intermittent 
fasting seemed equal to that follow- 
ing less prolonged fasts. In 1940, 
however, he found that, with aging, 
the ability to do light work while 
fasting one or two days evidently de- 


one 


creased, and the ability to become 
nutritionally rehabilitated rapidly 
after short fasts also decreased. 

In a study on rats it was found 
that fasting 1 day in 3 was about 
the optimum for prolonging the life 
span without significantly impairing 
growth. Life span of rats fed a con- 
centrated or rich diet ad libitum was 
and fertility impaired, 
and it was impossible to maintain a 
population of 50 rats after the third 
Ten 
obtained from the most fertile rats 
reproduction failed com- 
pletely, but this represented a total 
breeding 


shortened 


generation. generations were 


before 


span approximately no 
longer than the single life span of 
some of McCay’s long-lived rats. 
An impairment of 
can be considered as representing an 
impairment of the periodic rejuve- 
nation which normally prevents a 
The 
Tok- 
ophyra infusionum have shown that 


reproduction 


cumulative aging of the species. 
observations of Rudzinska on 
overeating can impair reproduction 
and shorten the life span of lower or- 
ganisms, and the authors believe that 
their findings on rats apply also to 
man, 

Fasting or prolonged food restric- 
tion, if not carried too far, can evi- 
dently produce conditions in which 
the organism can at least temporar- 
utilize larger amounts of food 
than can be utilized at the same age 
On 
a purely physical basis, nothing may 


ily 
by a continuously fed organism. 


be gained, as the decrease in energy 


production during food restriction 


may only be balanced by the in- 
production 


creased energy during 
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nutritional rehabilitation. However, 
improved mental functioning during 
nutritional rehabilitation may out- 
weigh depressed functioning during 
food restriction. 

It is possible that the striking 
beneficial after-effects of prolonged 
fasting may be due to a hypertrophy 
of the adrenals or that the nonessen- 
tial tissues used up in starvation 
may include abnormal accumula- 
tions of some intermediary product 
of metabolism. 


Illness Among Older 
People in Hagerstown 


By A. CIOCCO, M. D., 
Graduate School of Public 
Health, University of Pitts- 
burgh, and P. LAWRENCE, 
M. D., Division of Public 
Health Methods, Public 
Health Service 


brief | 


This paper is an analysis of data 
gathered in two house-to-house sur- 
veys, conducted 20 years apart, 
1923 and 1943, in Hagerstown, Md. 
The analysis is concerned with the 
occurrence of 
death in the 20-year interval and 
with the _ relationships involved. 
The longitudinal type of study, i.e., 
a study based on repeated observa- 


chronic illness and 


tions on the same group of persons 
over a period of time, is a valuable 
method of answering some of the 
important questions related to an 
aging population, particularly sick- 
ness and disability trends. 

From findings in the Natienal 
Health Survey and the Hagerstown 
survey of 1948, it is estimated that 
at age 65 about 40 percent of the 
population have some chronic dis- 
major impairment.  Al- 
though this measure of prevalence 
is valuable, it not measure 
change—the relationship of current 
health to past exposure to 
disease. For this information, it is 
to obtain data on inci- 
which, for the chronic dis- 
eases, require the longitudinal ap- 


ease or 


does 





status 


necessary 
dence, 


proach; this permits us to observe 
the frequency of change in a group 
with known characteristics by fol- 





lowing the same individual over a 
span of years. 

Analysis of the data shows that 
of persons 40 to 50 years of age in 
1923, less than 50 percent were alive 
and without chronic illness in 1943, 
and only slightly more than 20 per- 
cent of those who were 50 to 60 years 


old in 1923 were alive and well in 
19438. Previous chronic illness has 
an unfavorable effect on future 


health status. A substantial pro- 
portion of the persons who are ill at 
have had the same or another 
chronic illness for at least 20 years. 
This leads to the conclusion that, if 
disease to be prevented in the 
man of 65, observations must be be- 
gun and action taken before he is 45. 

Approximately 100 of every 1,000 
persons who are well at age 45 will 
require, during the next 5 years, 
medical attention for the onset of a 
chronic disease or a major impair- 
ment. Some will require periodic 
medical treatment, but a few will 
need almost constant medical care 
of some kind until they die. Nearly 
25 percent of those who are well at 
60 will develop, within 5 years, a 
chronic ailment for which they will 
probably require medical care and, 
in many cases, care of a continuing 
nature. 


65 


is 


Management of the 
Older Employee With 
Medical Problems 


By RUFUS B. CRAIN, M. D., 

M., P. H., Medical Director, 

Kodak Office and Camera 
brief. Works, Eastman Kodak Co., 
. Rochester, N. Y. 

The Eastman Kodak Company 
emphasizes the value of selective job 
placement and follow-up of workers 
with physical or mental disabilities. 
Job descriptions now include infor- 
mation concerning physical require- 
ments and job environment, and the 
total information is made available 
to the medical department. Thus, it 
is possible to match physical capac- 
ities with work requirements. This 
system has disclosed a number of 
jobs not previously recognized as 
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suitable for the older or disabled 
worker. 

The company’s experience with 
accident and sickness rates reveals 
that age is a factor contributing 
significantly to the sickness-disabil- 
ity rate. Men 40 years of age and 
over lost nearly two and three-quar- 
ters times as many days per person 
as those under 40. Likewise, older 
women (40 and over) lost nearly 
one and three-quarters times as 
many days per person as younger 
women. However, age is not a prob- 
lem as far as industrial injuries are 
concerned. On the basis of the num- 
ber of lost-time injuries per 1,000 
employees, the company has found 
that the rate of disabling injuries is 
roughly the same in all age groups. 

The company’s nutrition depart- 
ment carries on a general educa- 
tional program for workers, as well 
as counseling for managers of cafe- 
terias and service dining rooms and 
individual counseling with employ- 
ees. Many older people referred 
because of such conditions as over- 
weight or underweight, osteoarthri- 
tis, hypertension, etc., have been 
greatly benefited by proper diets. 

As a result of a growing need 
for attention to personality disor- 
ders and problems of adjustment, a 
psychiatrist was added to the staff 
of the medical department on a part- 
time basis. The preventive aspects 
of the psychiatric program are 
stressed, consistent with the com- 
pany’s conviction that continuing ed- 
ucation in the psychological and psy- 
chiatric approach to employee prob- 
lems is necessary for ail levels of 
management. Psychosomatic dis- 
turbances, particularly the anxiety 
type of neurosis, account for the 
majority of mental disorders found 
in industry. On the basis of the ex- 
perience of the Eastman Kodak Com- 
pany, age does not appear to have 
any striking effect on the type of per- 
sonality disorder encountered. 

Experience with employees having 
eardiovascular disease indicates 
that, with proper placement and fol- 
low-up, persons with various im- 
pairments may be satisfactorily em- 
ployed. 

Normal retirement, with eligibil- 
ity for benefits commensurate with 
length of service, occurs at age 65. 
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However, most people may continue 
to work for Eastman Kodak as long 
as their health and ability to do 
their jobs permit. In the past few 
years, the company has instituted 
educational programs on prepara- 
tion for retirement and on activi- 
ties after retirement. 
* . - 
The full text of this paper is sched- 
uled to appear in a forthcoming is- 


sue of the Archives of Industrial Hy- 
giene and Occupational Medicine. 


Clinical Problems 
In Gerontological 
Rehabilitation 


By M. M. DASCO, M. D., 
Service of Physical Medi- 
cine and Rehabilitation, 
New York City Department 
of Hospitals (Goldwater 
Memorial Hospital) 





Rehabilitation of the aged aims to 
restore such persons to their fullest 
physical, mental, social, and eco- 
nomic usefulness. This definition 
clearly shows that the problem is 
more than medical and the aid of all 
ancillary specialists has to be en- 
listed to rehabilitate an aged person. 
In spite of the ever-growing scope of 
specialization, there are a great nuin- 
ber of morbid conditions which al- 
ways happen to be “outside the field” 
of any specialist. It is the duty of 
the rehabilitation specialist to han- 
dle these heretofore neglected con- 
ditions and bring about as full a 
restoration as the situation permits. 
Rehabilitation activities of elderly 
persons could be arbitrarily classi- 
fied into three groups: (1) restora- 
tion of the obviously handicapped 
aged (such as those suffering from 
hemiplegia, arthritis, fractures, and 
neuromuscular diseases) ; (2) reha- 
bilitation of those who are chroni- 
cally ill but show no obvious sigtis 
of disability (patients with chronic 
eardiac and pulmonary diseases) ; 
and (3) restoration of the elderly 
person who has no manifestation of 
a specific disease but whose physi- 
cal fitness is impaired. 

With the basic principle in mind 
that a mere geriatric clinic is in- 
sufficient for the successful rehabili- 


tation of an elderly patient, a 
gerontological guidance clinic is 
being planned, which will offer com- 
plete rehabilitation in terms of the 
definition given above. 

Services Offered 

The service will consist of three 
main sections, the first of which will 
offer complete medical and surgical 
services, including a complete physi- 
eal rehabilitation service and nutri- 
tional consultation. The second will 
be the psychosocial service and will 
include a psychologist and social 
workers who will work in close co- 
operation with the psychiatrist and 
the rest of the members of the med- 
ical-surgical section. A domestic re- 
lations counselor will help to adjust 
the aged patient and his environ- 
ment to each other and thereby elim- 
inate the frequently observed fric- 
tion between two or often three gen- 
erations who are forced to live to- 
gether. This section will also have 
housing and legal consultants to take 
care of the special problems arising 
in these fields. 

The third will be the vocational 
and employment which 
will consist of a testing psychol- 
ogist and a vocational and em- 
ployment counselor. This section 
will advise on vocational training 
and retraining and will attempt to 
obtain employment for the success- 
fully rehabilitated elderly patient. 


section, 


Specialist Participation 

Joint conferences with the partici- 
pation of all medical and nonmedical 
specialists will make it possible to 
discuss all facets of the elderly pa- 
tients’ complex problems and will en- 
able us to render a more efficient and 
realistic service to these people. 

Such a service will not only be 
useful for the elderly sick of the 
community, but it will also provide 
essential counseling service for in- 
dustry in helping them to establish 
a sounder retirement policy by re- 
placing the archaic chronological sys- 
tem with one based on the worker's 
physical and mental status and his 
ability to perform. 

< “ee 


The full text of this paper is sched- 
uled to appear in a_ forthcoming 
issue of Geriatrics. 
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The Young Candidate for 
Coronary Heart Disease 


e By M. M. GERTLER, M. D.. 
Department of Medicine, 
Columbia University Col- 


lege of Physicians and 


brief 


Surgeons 


Modern diagnostic methods have 
achieved a great deal in the diagno- 
sis of the acute or subacute phase 
heart which 
terminates in myocardial infarction. 
The increasing death toll from cor- 


of coronary disease 


onary heart disease suggests that an- 
other form of approach to this prob- 
lem be studied, namely, the preven- 
tion of coronary heart disease. In 
a recent study of 100 individuals 
who had experienced myocardial in- 
farction prior to the age of 40, cer- 
uncovered which 
may help in recognizing the individ- 
ual who is prone to coronary heart 
disease. One hundred and forty-six 
normal individuals of roughly the 
physique, occupation, and 
ethnic origin were used as controls. 

It is noteworthy that 42 men in the 
coronary heart disease group held 
managerial positions; 11 were pro- 
fessional individuals; 7 were semi- 
individuals; 4 were 
skilled workers ; 30 were semiskilled 
unskilled 


tain leads were 


same 


professional 


workers; and 38 were 
workers. 

On the basis of the study, certain 
phenotypic expressions 
lected which are thought to repre- 
sent the coronary heart disease pro- 
file pattern: 

Hereditary History. Presence of 
coronary heart disease in any sibling 
or in either parent at an early age; 
history of metabolic diseases, arth- 
ritis; history of hereditary hyper- 
uricemia und hypercholesterolemia. 

Psychological History. Strong, 
goal-directed drives, usually with 
accomplishment; aggressive pattern 

outstanding feature: high 
rating in contact sports; 
masculinity” in 
values, as revealed by Terman-Miles 
test. 

Anthropometry and 
Dominant mesomorphy ; 
endomorphy ; decreased linear meas- 
(on the average the coro- 


were se- 


not an 
athletic 


“less absolute 


Somatotype. 
secondary 


urement 
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nary heart disease group was 2 
inches shorter than the average 
height of the control group); in- 
creased horizontal measurements; 
no evidence of an abnormal increase 
in weight. 

Biochemistry. Serum cholesterol 
elevated; serum uric acid elevated; 
serum lipid phosphorus slightly ele- 
vated ; serum cholesterol/serum lipid 
phosphorus ratio increased; “CUP” 
index (cholesterol x urie acid/lipid 
phosphorus) increased; reduced in- 
tensity of saliva to low EMF (elec- 
tromotive force) values; urinary 
17-ketosteroid excretion, low nor- 
mal; basal metabolic rate, low 
normal. 

Clinical History. Jsually no 
signs of heart disease prior to the 
coronary episode. 

The question may be asked, ‘““‘What 
may one do once preselection of the 
coronary-prone male is made?" It 
has been demonstrated that the 
relationship of the total choleste- 
rol/lipid phosphorus ratio may re- 
flect the stability of the cholesterol 
inthe serum. The degree of intimal 
permeability to cholesterol may be a 
very important factor, for one could 
theoretically conceive of a condition 
whereby the coronary intima is im- 
permeable to cholesterol or to its 
products. In view of this, preven- 
tive therapy would consist in re-es- 
tablishing the total serum choles- 
terol/serum lipid phosphorus ratio 
and decreasing the permeability of 
the intima in the coronary arteries. 


The full text of this paper was 
published in The Journal of the 
American Medical Association, 147: 
621-625, October 13, 1951. 


An Adequate Program 
Of Medical Care 
For Elderly People 


™ By FRANZ GOLDMANN, 
M. D., Associate Professor 
of Medical Care, Harvard 
University School of Public 
Health 
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There is wide agreement about the 
need for a broad and well-balanced 


medical care program to meet the 





requirements of the aged at the least 


compatible with adequate 
service. The problem common to 
civilized countries is the elimina- 
tion of obsolete practices and poli- 
cies, the improvement of services 
which have met the test of time, and 
the filling of gaps in accordance 
with current scientific knowledge 
and social philosophy. 


Over-all Plan 

Health needs of older people are 
numerous and complex and in some 
respects quite different from those 
of younger people. Generally, the 
amount and types of services needed, 
as well as their duration, substan- 


cost 


tially exceed those for younger 
groups. This situation arises from 


five factors: frequent occurrence; 
severity and long duration of phys- 
ical and mental diseases; exacer- 
bation of conditions originating 
earlier in life; serious course of some 
acute diseases in old age; psycholog- 
ical, social, and economic effect of 
illness in elderly people; and the 
social and economic setting within 
which elderly people live in many 
countries, particularly those in ad- 
vanced stages of industrialization 
and urbanization. 


Components 

The program must include serv- 
ices of general physicians and 
specialists, dentists, pharmacists, 
social workers, professional and 
practical nurses, homemakers and 


housekeeping aides, and others pos- 
sessing special skills. It must in- 
clude a supply of prescribed drugs 
and appliances. 

The essential physical facilities in- 
clude diagnostic clinics, general and 
special hospitals designed to serve 
patients with long-term illnesses, 
nursing units or complete hospital 
sections in homes for the aged, and 
boarding or nursing homes under 
medical supervision.. The diagnos- 
tic clinic is the heart of a forward- 
looking program. 

As important as physical facilities 
for the sick is low-rent housing for 
the displaced elderly person, with 
provision for health supervision. 
Efforts should be made to maintain 
older people in their own homes. 
Organized housing projects should 
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replace huge institutions. Within 
large communities, housing projects 
should be equipped with small in- 
firmaries and nursing service to pro- 
vide care at home. 


Organization of Payment 

Orderly arrangements for financ- 
ing programs are as important as 
their creation. Adequate physical 
facilities are expensive; the task of 
raising necessary capital may be 
beyond the power of any single group, 
voluntary agency, or political unit. 
Cooperation is the answer. General 
tax funds to supplement resources of 
voluntary organizations have been 
provided in some countries. Oper- 
ating costs of a medical care pro- 
gram should be met through insur- 
ance, general tax funds, or a com- 
bination of both, with emphasis on 
self-help. An insurance’ system 
which will meet the needs of elderly 
persons must include medical care 
and disability and old-age benefits. 
To the extent that insurance funds 
are spent on health care and income 
maintenance, the need for public as- 
sistance declines. 

To be effective and economical, a 
program for the elderly must assure 
comprehensiveness, continuity, and 
consistency of qualitatively ade- 
quate medical care through the 
stages of health, acute sickness, con- 
valescence, and long-term illness. 
Health of the older person must be 
maintained, associated 
with higher age prevented, and ill- 
ness must be met through early diag- 
nosis and prompt treatment. The 
program must cover service at the 
home, the offices of the doctor and 
the dentist, the diagnostic and treat- 
ment clinic, the hospital, and the 
institution designed for long-term 
eare. Emphasis on_ institutional 
care, neglecting home and office care, 
is insufficient, unwise, and costly. 


diseases 


Specifications 

Success of a health-service pro- 
gram for elderly people depends on 
progress in scientific medicine, es- 
pecially gerontology; education of 
all people in the principles of health- 
ful living; and the establishment 
and improvement of general pro- 
grams of medical care for all age 
groups. Otherwise, such a program 


Vol. 67, No. 2, February 1952 





will still be useful to the individual 
but extremely costly to the com- 
munity. 

Furthermore, income must be pro- 
vided to enable elderly persons to 
maintain a decent standard of liv- 
ing. Also, such a program requires 
careful preparation, including ar- 
rangements for both systematic or- 
ganization of service and for method- 
ical payment. Execution by stages 
over several years may be necessary. 


Organization of Service 

There must be systematic organi- 
zation of the services of professional 
and auxiliary personnel, of clinics, 
hospitals, and related facilities, and 
use of definite methods to compen- 
sate service personnel. Teamwork 
is essential because of the variety 
of health personnel and institutions 
involved. Differentiation of service 
and division of labor will go far to 
make the total program efficient and 
economical, reduce personnel short- 
ages, and free expensive hospital 
beds. Organization and teamwork 
mean determining the functions to 
be performed by the various profes- 
sions and use of a referral system 
among institutions. 


The full text of this paper is 
scheduled to appear in a forthcoming 
issue of Geriatrics. 


Older People Live 
In Institutions 


By BENJAMIN L. GROSS- 
MAN, Director, 
Drexel Home, Chicago 


Executive 


Institutional housing for older 
people includes the nursing home, 
both profit-making and nonprofit ; 
homes for the aged, both public and 
private; county homes; infirmaries 
and hospitals for the infirm and 
chronically ill; and hospitals for the 
mentally ill. Older people enter in- 
stitutions because they have a 
chronic illness, because of physical 
disability, because of personality dif- 
ficulties, and because they are not 
wanted or needed in the family. 





An institution for older people 
should be a therapeutic and rehabil- 
itative agency. The approach should 
be individualized and founded upon 
a knowledge of human behavior and 
motivations. This implies a recog- 
nition and an acceptance of the fun- 
damental principle that an older per- 
son’s response to his problems will 
be like that of any adult. 

When people who have grown 
older live in an institution, they have 
a right to good medical care, com- 
fort, protection, privacy, freedom of 
speech and action, good nutritious 
food, proper social and recreational 
life, clean shelter, respect for their 
possessions, and the right to worship 
as they desire. j 

Licensing laws can help to improve 
and to insure the welfare of the peo- 
ple who live in institutions, and every 
State should have such laws. How- 
ever, a law alone will not solve all 
the problems; it must be one element 
in a broad, constructive, community 
program. Laws need to be supple- 
mented with methods for improving 
the low quality of care now pro- 
vided in many institutions through- 
out the country. 

A licensing law should be brief, 
simple, and clear-cut. In general, it 
should deal with broad objectives 
and leave detailed requirements for 
administrative rules and regulations. 

Standards of good care and ade- 
quate services are vitally important. 
Administrators and operators of var- 
ious institutions for the aged must 
be encouraged to provide the care 
which will result in maximum bene- 
fit for the people who live in the in- 
stitutions. In its broadest 
thus, the care of older people is a 
community problem. 


Sense, 


Cost of Chronic Iliness 


By RAYMOND A. HILLIARD, 
Ph. B., LL. B., Executive 
Director, Welfare Council 
of New York City 


Despite new medical discoveries 
and there are certainly great ad- 
vances in sight—there is much to be 
done in preventing chronic illness. 
It is now possible to say that at least 
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50 percent of chronic illness can be 


arrested if treated early enough. 
Moreover, rehabilitation can work 


new miracles. 

In the social sciences, however, 
there is little progress to report. 
Society has relegated increasing 
numbers of old people to an economic 
and social scrap heap, with increas- 
ing evidence of discrimination 
against employment of older people. 
Handicaps of age have become as 
real as many of the physical handi- 
“aps, even though there is no con- 
nection between them. 


Prevention Stressed 

The most important approach in 
both medical and social spheres is 
for understanding and prevention 

‘ather than treatment. The social 
sciences should emulate the medical 
sciences in their conquest of chronic 
diseases, to insure equal success in 
attacking the social handicap of in- 
creased age. 

Costs of chronic illness are both 
direct and indirect. The former are 
confined to medical and related serv- 
ices for nursing and hospital care. 
Indirect costs include employment 
loss not only by the chronic invalid 
but by those who must care for him. 
There are also social losses such as 
the “tyranny” imposed on the house- 
hold the chronic invalid 
lives. 

Perhaps as many 
people have some chronic disease, 
and nearly 1 million deaths and 1 
billion days of disability a year can 
be ascribed to such illnesses. It is 
estimated that between 1.25 and 1.5 
percent of the total population have 
chronic illness of prolonged dura- 
tion, requiring the help of others 
and progressing to a need for con- 
stant attention and special service. 

Chronic illness is not a problem of 
the aged alone. It strikes devastat- 
ingly in the middle years. 

Chronic invalidism is the greatest 
single factor, other than great eco- 
nomic depression. in forcing people 
onto public assistance rolls. In a 
typical Illinois county, almost one- 
fourth of all public assistance recip- 


in which 


25 


as million 


ients were chronic invalids. Of the 
aged, well over one-third were 
chronie invalids. In addition to 


economic and physical care prob- 
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lems, chronic illness creates other 
problems: children or parents may 
have to give up employment in order 
to care for the sick ; physical or emo- 
tional impairment of family members 
earing for the invalid may result 
in affecting others, in a “chain 
reaction.” 

Although the fields of geriatrics 
(diseases of the aged) and geron- 
tology (the aging process) perhaps 
represent most-neglected areas of 
medical and social sciences, there is 
a present awareness of the great sig- 
nificance of the aging problem. At- 
titudes toward chronic invalidism 
need thorough revision. Too often 
there is a sense of shame, minimiz- 
ing knowledge of the problem and 
hindering planning. Such an atti- 
tude is intensified by the fact that 
there are few adequate facilities out- 
side the home, so that institutional 
care for an invalid is regarded as 
“unnatural” or “heartless.” 

This tragic situation can be cor- 
rected and these of chronic 
illnesses may be averted. Costs will 
double unless research, treatment, 
and rehabilitation are intensified. 

Apart from functional disorders, 
old people deteriorate because they 


costs 


are not wanted—society has not 
planned for their utilization. De- 
terioration is hastened and pro- 


moted in the face of lonely years 
of unrelieved idleness. Community 
planning may provide some of the 
answers. In New York City, for in- 
stance, day centers provide a place 
where older people may gather. 
They rejoin society, become a part of 
things, and feel wanted. New 
York’s Hodson Center has enrolled 
over 1,000 old people as members. 
Only one has entered a mental insti- 
tution, although statistics indicate 
that on an average 40 would have 
been admitted. Here is prevention 
at little cost and one answer to the 
overcrowding of our mental institu- 
tions. Many more centers are 
needed, but government and private 
philanthropy cannot afford to pro- 
vide them. The answer may be 
found in every neighborhood and in 
every community which has churches 
and synagogues. They have facil- 
ities and their members can raise 
funds and supply volunteer staffs. A 
precaution must be taken—churches 








should initiate programs only with 
competent, trained, social work di- 
rection. And, as is done in child 
eare, government can provide con- 
sultation services through welfare 
or health departments. 


Exploring Housing 
Needs of the Aging 


By BLEEKER MARQUETTE, 

Tt A. B., Executive Secretary, 
coat the Public Health Federa- 
brief tion, Cincinnati 

The best available estimates indi- 

sate that probably about 95 percent 
of people over 65 years of age live 
in individual households, either 
alone or with others. Moreover, 
that is the way they seem to want to 
continue. The major problem in 
housing for older people is an ade- 
quate supply of acceptable housing 
units adapted to their ability to pay. 
There doesn’t seem much likelihood 
of meeting the need effectively un- 
less the over-all housing situation is 
improved. 

The principal housing problems for 
older people occur among middle- 
and low-income groups. The solu- 
tion for middle-income older people 
would seem to be the same as that 
for middle-income families gener- 
ally, namely, more housing at mod- 
erate prices. For low-income fam- 
ilies, where the situation is most 
serious and where housing is sub- 
standard and inadequate, some kind 
of subsidized housing is needed. If 
the aging are to benefit, a clarifica- 
tion of public housing policy is essen- 
tial. More dwelling units must be 
provided for two-person and one- 
person families, and the single older 
person, as well as older couples, must 
be made eligible and welcome. This 
must be done, not at the expense of 
younger families, whose needs are, if 
anything, greater than those of the 
aging, but through the addition of 
more small units suited to older 
people. 

Although many older people are 
able to make good adjustments in 
various types of living arrange- 
ments, most of them prefer to stay 
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in their own homes, even through 
mild illness. In order to enable 
them to do so, certain auxiliary aids 
should be made available to them. 
Among these are visiting housekeep- 
ers to help with housework, home 
medical and nursing care, and the 
services of social case workers. 
Some older people, particularly those 
who are single and are inclined to 
be lonely when living by themselves, 
want congregate living if they are 
More 


not too greatly regimented. 
such homes of the modern type 


geared to older people’s wants and 
allowing a maximum amount of free- 
dom of activity are in demand. 

It is questionable whether hous- 
ing units need to be specifically de- 
signed and reserved for older peo- 
ple. Some of the special housing 
needs of older people are special 
provisions for safety, doors wide 
enough for a wheel chair, elimina- 
tion of stair climbing, heating and 
ventilating subject to control by the 
occupant, absence of excessive noise, 
and accessibility to transportation, 
stores, libraries, and other facilities. 
Rather than thinking in terms of 
promoting the development of hous- 
ing units to be set aside for older 
people, a more practical approach 
might be to establish standards for 
features in housing that are desir- 
able for older persons and also for 
other small households. Then a con- 
certed effort (1) 
to persuade private builders to ad- 
here to these principles in designing 


might be made: 


smaller units, and local housing au- 
thorities to incorporate them in their 
planning, and (2) to induce both 
zroups to provide more of them. 


Public and Private 
Community Planning 
For the Aged 


—\ By HENRY L. McCARTHY, 
ee , Commissioner, New York 
brief City Department of Welfare 

The relationship between public 
and private welfare agencies in 


planning and executing programs for 
the aged requires re-examination in 
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the light of modern trends. Until 
recently, most assistance, especially 
institutional care, was provided by 
private agencies. Conditions of city 
and county homes and public mental 
institutions were for the most part 
bad. 

Programs for the aged can no 
longer be thought of in terms of 
institutional care only. First, the 
question of employment of the older 
person has to be considered. Then, 
because of the rapid increase in 
urban population, housing for older 
people must be developed. Finally, 
there are more older people; better 
medical diagnosis and treatment 
have brought better health for more 
years of life than ever before. 


Economic Status 


The economic status of older peo- 
ple is fundamental to cooperation be- 
tween public and private agencies. 
At best there are 20 percent of those 
65 years of age or over who have 
sufficient income and health and are 
otherwise situated so that they have 
no need for welfare agencies. At 
the other extreme, purely economic, 
22.4 percent of those 65 years of 
age and over must rely on public old 
age assistance. In New York City, 
those on public assistance rolls com- 
prise 10.6 percent of all those 65 
years of age and over. The present 
trend is toward a greater percentage 
of the aged finding support through 
public assistance and for greater lib- 
eralization of these programs. 

Other services are available to 
those receiving assistance payments. 
In New York City, medical care, 
nursing, and housekeeping services 
in the home, convalescent home and 
institutional care, and social services 
are provided. The completeness of 
services available to recipients of 
public aid underlines the fact that 
those who are not quite eligible for 
assistance are much worse off than 
those who are on the program. 
Their needs are often great but they 
must look to private agencies. 

Complete cooperation between 
public and private groups may re- 
duce the public assistance lists. In 
the field of rehabilitation, public 
agencies should refer the handi- 
capped to private organizations. 

In addition to those who are re- 


ceiving assistance or are entirely in- 
dependent, perhaps another 25 per- 
cent of the older people are sup- 
ported by their children. There are 
also 1.7 million beneficiaries under 
the Federal Old Age and Survivors’ 
Insurance program. Other  pro- 
grams, such as the Railroad Retire- 
ment Plan and, of great significance, 
private pension plans, also provide 
support. We may be approaching ¢ 
solution of economic problems of the 
that is 


aged, but money is not all 


involved. 


Social Status 


The idleness and isolation to which 
older people are often 
bring many to the brink of despair. 
Mental and nervous breakdowns and 
possible commitments to mental in- 
stitutions result. In New York, day 
care centers for the aged, sponsored 


consigned 


by private agencies and the depart- 
ment of welfare, provide an oppor- 
tunity for older people to develop a 
satisfactory social life of their own. 
They require less medical care and 
lead otherwise normal lives. 
Institutions for the both 
public and private, are improving, 
changing from mere custodial cen- 


aged, 


ters to centers offering 
grams and 
chronic invalids, 
to discard the term 
The for the aged 
apartments, finds foster homes and 
furnished rooms, correlates its work 
with health, nurse and 
housekeeping and makes 
referrals for hospital care. 

By working with public organiza- 
tions, private agency programs may 
be vastly extended. Continuation of 
public assistance payments helps to 
support the private agency. None of 
the private agencies could maintain 
their programs without 
sistance payments to those who are 
destitute. 

In New York, a Mayor's Advisory 
Committee for the Aged, composed 
of leaders in both private and public 
welfare fields, is concerned with the 
problems of the aged generally. 
This correlation on the 
equality and mutuality in planning 
for the aged is an outstanding ex- 
ample of the interrelationship of 
both for the benefit of all. 


many pro- 
activities the 


We are learning 


even for 


“incurable.” 


home maintains 


visiting 
services, 


public as- 


basis of 
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Hospital and 
Institutional Care 


= By A. P. MERRILL, M. D., 
2 Superintendent, St. Barna- 
ie bas Hospital, New York 
br ief City 


Among our most effective tools for 
care of the geriatric patient in mod- 
ern society are hospitals and related 
institutions. However, they have 
not been advantageously employed 
compared with their utilization in 
acute medical conditions. The hos- 
pital can play an ever-progressive 
role in public health programs by 
being the center for health and med- 
ical care activities concerned with 
the chronic disease patient. 

A reduction in chronic disease 
would greatly lighten the economic 
burden in caring for an aging popu- 
lation, invalidism and dis- 
ability increase progressively with 
age. However, it is estimated that 
by 1980 there will be about 40 mil- 
lion persons with chronic illness in 
the Nation, a third of whom may 
need adequate hospital care for 
diagnosis, treatment, or rehabilita- 


since 


tion. 

There are three major categories 
of geriatric patients: (1) the short- 
term patient with an illness of un- 
der 6 months’ duration, who ordi- 
narily is subject to rapid rehabilita- 
tion, and who is frequently cared 
for by the general hospital; (2) the 
long-term patient requiring care for 
from 6 months to 2 to 3 years, who 
may make a much slower recovery 
and who is frequently found in the 
specialized hospital for chronic dis- 
eases; and (3) those patients with 
extreme handicaps and severe im- 
pairments of health for whom the 
outlook is less encouraging for com- 
plete recovery but who can never- 
theless make improvements. These 
patients are generally found in 
chronic disease hospitals, in welfare 
institutions, custodial and nursing 
homes, and even homes for the aged. 

In planning community programs 
for care of these three types of pa- 
tients, two fundamental principles 
should be recognized. The first ap- 
plies to the dynamic concept of the 
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medical. state of patients with 
chronic disease, who are either get- 
ting well or getting worse. Thus, 
there is a continual interchange 
among these three basic categories, 
and a comprehensive community pro- 
gram should provide for appropriate 
facilities which would enable pa- 
tients to be transferred to those ac- 
commodations most suitable to their 
medical conditions. The second prin- 
ciple is that medical care for all 
categories of the chronically ill 
should be integrated and continuous, 
so that a person changing from one 
dynamic medical state to another is 
not penalized for lack of adequate 
medical and nursing care. 


Chronic Disease Facilities 

There are at present about 127,- 
500 hospital beds for the chronically 
ill. In addition, it is estimated that 
a quarter of a million geriatric pa- 
tients are housed in many other 
types of institutions, including nurs- 
ing homes, welfare institutions, and 
the like, where the quality of med- 
ical care may not always be ade- 
quate and where the program may 
fail to meet modern standards. It 
is estimated that during the next 15 
to 20 years some 300,000 beds will 
be needed for general categories of 
chronic illness, about 175,000 of these 
for active medical care and 125,000 
for related care. 

Aging and chronic disease are not 
synonymous, but there is a large in- 
terrelation which should be consid- 
ered. Moreover, aging complicates 
chronic illness. The care of the 
geriatric patient in modern society 
requires the development of exten- 
sive community and institutional re- 
sources under both governmental 
and voluntary auspices; integra- 
tion and control programs should be 
established through both types of 
agencies. Every State health de- 
partment should have a division of 
geriatrics or chronic disease control. 

The chronic disease hospital 
should be a center for professional 
and public education, prevention, 
and research, as well as for new ad- 
vances in care and treatment. It 
should also be the center for the 
training of professional and auxil- 
iary personnel and for development 
of administrative leadership. 





A community of 100,000 people 
would require a 450-bed chronic dis- 
ease facility—200 beds for active 
medical care and 250 beds for the 


eustodial, domiciliary, or infirm 
aged. Such a facility could be op- 
erated independently, in a physical 
sense, or integrated with an exist- 
ing general hospital. There is not 
just one pattern of hospital care for 
the geriatric and chronic disease pa- 
tient that will fit every conceivable 
situation. Each community should 
study its individual needs and act 
accordingly. 

Methods must be found for financ- 
ing the cost of hospital and institu- 
tional care for the chronically ill and 
infirm aged. Voluntary and private 
insurance programs should be broad- 
ened and extended to cover long pe- 
riods of sickness and disability, 
which currently are excluded. 
Amendments to the Social Security 
Act are feasible, as well as medical 
assistance programs from Federal, 
State, and community sources. The 
economic aspects of the problem are 
momentous and upon their solution 
largely depends the satisfactory out- 
come of all health, medical, and re- 
lated problems. 


Health Services for the 
Aging in Saskatchewan 


By FREDERICK D. MOTT, 
M. D., Health Department 
of Saskatchewan, Canada, 
LEONARD 5S. ROSENFELD, 
M. D., Division of Public 
Health Methods, Public 
Health Service, and MAL- 
COLM G. TAYLOR, University 
of Toronto 





In the last 7 years the Province of 
Saskatchewan has developed a wide 
range of health services, including 
government-sponsored hospital care, 
tax-supported care of cancer cases, 
comprehensive medical and hospital 
services for recipients of public as- 
sistance, compulsory medical care in- 
surance in the Swift Current health 
region, a grant-in-aid program for 
hospital construction, and an air 
ambulance service. 

Health services for the aging in 
Saskatchewan have developed as 
part of the general community pro- 
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gram. Nevertheless, of all groups in 
the community, the aging benefit 
most from the values of organized 
health services. For the aging, the 
need for medical services rises 
sharply at a time in life when in- 
come either remains fixed or dimin- 
ishes. 

Three programs which are of sig- 
nificance to the aging are the hos- 
pital services plan, medical services 
for social assistance recipients, and 
the Swift Current health insurance 
program. During the 4 years of 
operation of the hospital plan there 
has been a substantial increase in 
the utilization of hospital services. 
This increase was most marked in 
the age group 65 and over. In 1950 
the average length of stay in hos- 
pitals for the group aged 65 and over 
was 21.6 days compared with 9.2 
days for the people under that age. 
This is a result of numerous factors, 
including differences in the causes 
of illness, differences in recupera- 
tive powers, and changes in mobility 
and social environment among older 
people. 

Analysis of the Swift Current 
health region compulsory insurance 
program reveals that those over 65 
years of age receive a much greater 
volume of care than those under 65. 
This is true for office and home care, 
as well as for hospital care. 

The health programs in Saskatche- 
wan are characterized by the re- 
duction of economic barriers to 
necessary health services, and by a 
minimum of restrictions. With the 
removal of economic barriers to care 
of the aged, it is possible to measure 
the force of various medicai and so- 
cial factors which influence the de- 
mand for and the provision of medi- 
cal services. It is obvious that ag- 
ing, with its physical, social, and 
psychological concomitants, contrib- 
utes toward a high demand for 
health services. 

The aging, as a group, provide a 
rich field for the study of medical 
sociology, not because of problems 
peculiar to this group, but because 
many of the physical, psycholog- 
ical, and social ills common to all 
ages converge toward the end of 
life, creating some of the most diffi- 
cult problems in organizing an ef- 
fective system of health services. 
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The Normal Precordial 
Electrocardiogram 
In the Aged 


By O. OLBRICH, M. D., 
Ph. D., and E. WOODFORD- 
WILLIAMS, M. D., General 
Hospital, Sunderland, Eng- 
land 


This study is concerned with elec- 
trocardiographic changes caused by 
age and with deviations from the 
accepted norm of the younger pop- 
ulation. Five hundred in- and out- 
patients admitted during the period 
of 4 months to the geriatric unit of 
the Sunderland Group of Hospitals 
were electrocardiographed and their 
electrocardiograms analyzed. Fifty 
young normal subjects (aged 20-40) 
were investigated under the same 
basic conditions. 

The results showed that in the 
young the vertical and semivertical 
positions of the heart predominate, 
whereas in the aged the horizontal 


and semihorizontal positions are 
more common. In the precordial 
and unipolar extremity leads, P 


waves are smaller in amplitude in 
the aged than in the young controls, 
and with advancing years the per- 
centage of absent P waves increases. 

With advancing years more Q 
waves are found in the precordial 
lead V3. The amplitudes of the R 
and S waves do not differ, nor do they 
differ significantly in the aged as 
compared with the young controls. 
The sum of R in V5 and § in V1 
representing the left ventricular po- 
tential and the sum of R in V1 and 
S in V5 representing the right ven- 
tricular potential do not change with 
advancing years. The QRS dura- 
tion is longer in the aged than in 
the young. The ventricular activa- 
tion time differs slightly in the aged 
when compared with the young con- 
trols. RS-T depressions in the left 
precordial leads, especially in V4 
and V5, were found in 11 percent 
of the cases. The amplitudes of the 
T waves decrease with advancing 
years. The transitional zone e- 
pends on the rotation of the heart 
around its three axes. The PR in- 
terval does not change with advanc- 
ing years and the QT ratio increases 


with age, but not above the upper 
limit of the normal. 


Electrocardiographic Patterns 


The heart, fixed in the thoracic 
cavity by the great vessels at its 
base and supported in this 
tion by the lungs and diaphragm, 
might rotate, displaced, with the 
apex forwards or backwards. In 
the aged, additional factors play an 
important role with regard to the 
position of the heart: alteration of 
shape of thoracic cavity, senile 
atrophic emphysema, the lower posi- 
tion of the diaphragm, and the tor- 
tuosity and elongation of the aorta. 

Thus, spatial changes could be re- 
sponsible for certain electrocardio 
graphic patterns encountered in the 
aged. As evidence for this, we have 
taken tracings with the patient in 
the supine and recumbent positions 
and by rotating his body at different 
angles were able to produce Q waves, 
shift of the transitional zone, and 
increase or decrease of the ampli- 
tudes of the R and S waves in both 
unipolar and precordial extremity 
leads. 

From the above we draw the con- 
clusion that the decrease or in- 
crease of the amplitudes of the dif- 
ferent waves and deflections is not 
due to change of action current 
caused by age but simply expresses 
the distance of the exploring elec- 
trode from the heart. We do be- 
lieve that the action current does not 
change with advancing years. 


posi- 


The full text of this paper is sched- 
uled to appear in a forthcoming is- 
sue of the Journal of Gerontology. 


Health Status and 
Health Requirements of 
An Aging Population 


By GEORGE ST.J. PERROTT, 
M. A., MARCUS S. GOLD- 
STEIN, Ph. D., and SELWYN 
D. COLLINS, Ph. D., Divi- 
sion of Public Health Meth- 
ods, Public Health Service 





The number of persons aged 65 
and over is increasing rapidly, both 
in absolute numbers and in relation 
to the total population. This paper 
reviews the health status of this 
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group, measured by the prevalence 
of illness and the receipt of medical 
care, and gives estimates of future 
national trends in yolume of illness 
and medical care in an aging popu- 
lation. The data are based on the 
National Health Survey of 1935-36, 
supplemented by the morbidity 
studies of the Eastern Health Dis- 
trict of Baltimore during the period 
1938-43. 

In the general population sampled, 
the annual case rate for chronic dis- 
abling illness was approximately 
one-fourth the rate found among 
persons aged 65 and over. For the 
average the older group 
the period of disability from chronic 
illness during the year was more 
than four times as long as that ex- 
perienced by the average person in 
the general population. 

The so-called degenerative 
eases (mainly cardiovascular-renal 
disorders) are responsible for nearly 
one-third of the annual disability 
rates among the older age group, but 
account for less than 10 percent of 
the rate among the general popula- 
Among those aged 65 and over, 
diseases head the list of 10 
sauses of disabling illness 
of 


person in 


dis- 


tion. 
heart 
leading 
and of 
ability. 


days lost because dis- 


Future Medical Care Needs 


Projecting these findings into the 
future, the number of disabling ill- 
lasting seven consecutive 
days or longer may be about 25 per- 
cent higher in 1960, and more than 
40 percent higher by 1975. Days lost 
annually from disability will rise 
30 to 40 percent by 1960 and even 
higher by 1975. As a result of both 
increase in population and increase 
in the number and proportion of the 
aged, the future thus will bring in- 
creasing demands for the services of 
physicians, hospitals, and nurses. 

In 1935, physicians’ services for 
persons aged 65 and over with car- 
diovascular-renal conditions totaled 
7.3 million visits annually. If the 
same rate of visits is applied to the 
1975 population of the United States, 
the comparable annual total may 
reach 18.7 million visits. In 1975, 
more than 25,000 hospital beds will 
be needed for these conditions alone 
by persons aged 65 and over, on 


nesses 


138 


the basis of use in 1935. In that 
year, about 10,000 beds were used 
for cardiovascular-renal disorders 
among this age group. 

Advances in medical knowledge 
and techniques, changes in the in- 
cidence, prevalence, and severity of 
illness, and economic factors that 
may alter earlier patterns of utiliza- 
tion of medical and other health 
services may well require modifica- 
tion of these predictions. Despite 
these qualifications, a few conclu- 
sions inescapable. sarger 
numbers of people (especially wom- 
en) will live to an age in which their 
health status will require expanded 
resources to meet their needs for 
services of physicians, nurses, and 
other health personnel, and for hos- 
pital care. Increasingly, medical, 
hospital, and nursing services will be 
concentrated on the chronic diseases. 
Control of these would 
greatly reduce not only the time lost 
from disability but also the patient 
load on hospitals, nurses, and physi- 


seem 


diseases 


cians, 


Organized Community 
Planning for Old Age 


By PHILIP W. SWARTZ, 

: Executive Secretary, Com- 
: munity Council of Bridge- 
brief port and Eastern Fairfield 


County, Conn. 


To what extent American 
communities utilizing and applying 
present knowledge concerning ger- 
ontology to serve the older portion 
of the population? A questionnaire 
survey yielded responses from 155 
community areas, with over 72 per- 
cent of all areas of 75,000 or more 
listing an organization engaged in 
social planning. This represents 44 
States. An analysis of some of the 
responses follows. 


are 


Questions and Responses 

“Do you have a committee in your 
community concerned with over-all 
planning for old age?” About one- 


third of the communities had operat- 
ing committees and an additional 
one-sixth had plans for formation of 
Middle-sized 


committees. cities 





showed greatest activity ; cities with 
over 1,000,000 population had only 
75-percent coverage; the lowest rate 
was found in cities of smallest size. 
Although most communities had one 
or more services, many have been 
operating without much change for 
a long period. 

“What specialized programs and 
facilities have been developed in 
your community?’ The largest 
number of community areas were 
engaged in recreation. Following, 
in order, were homes for the aged, 
educational programs, hospitals, 
special and counseling services, and 
employment and vocational advice. 
Only six community areas men- 
tioned housing to serve the needs of 
the aging. 


“Who pays for what?” Of the 
485 facilities and programs spon- 


sored in 137 urban areas, 32.5 per- 
cent were operated by voluntary 
agencies ; 28.6 percent were tax sup- 
ported; 16.7 percent were operated 
by religious bodies ; 12.2 percent, by 
clubs or independent organizations ; 
4.5 percent, by member payments; 
4.5 percent, by schools; and 1.4 per- 
cent, by commercial businesses. 

The greatest community needs 
were listed in order of importance: 
housing and living arrangements, 
employment services, public relief, 
visiting homemaker service. 

“What difficulty is encountered by 
old people in obtaining employment 
in a normal labor market?’ Diffi- 
culty increased with age in both nor- 
mal and defense labor markets, but 
to a lesser degree in the defense labor 
markets. 

“What are the chief attitudes in 
your community toward old age, 
and what changes have occurred 
over the past decade?” In a con- 
siderable number of areas, the 
thinking of the community and the 
attitudes of employers are now 
favorably disposed toward consid- 
ering the older person as an indi- 
vidual. Many areas felt that the 
development of retirement plans and 
insurance requirements have helped 
to withhold application of some 
favorable attitudes in the employ- 
ment market. Considerable prog- 
ress made during World War II in 
the attitudes of employers has been 
maintained. 
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Evaluation 


A large number of communities 
have made considerable progress 
and some are displaying imagina- 
tion and interest pointing toward 
major contributions. There are 
fewer bright spots where frontier 
and experimental services are be- 
ing sponsored. A great lag exists 
between newer knowledge that has 
been developed on basic needs and 
application of such findings. Many 
programs are not suited to com- 
munity needs. Great gaps exist 
throughout the country, with hous- 
ing a pressing need for all sections 
and in all areas. Improvements are 
essential in services for employment, 
health, specialized home care, per- 
sonal counseling and adequate finan- 
cial allowances for the dependent 
and partially dependent. 

Finally, the investigation empha- 
sizes that society has in no substan- 
tial way recognized the responsibil- 
ity for meeting psychosocial needs 
that accompany the later years of 
life. 

. — —_ 

The full text of this paper is 
scheduled to appear in the January- 
February 1952 issue of Geriatrics. 


Housing of the Aged, 1950 


2 By LEONARD S. SILK, LL. B., 
Division of Housing Re- 
» search, Housing and Home 
brief Finance Agency, Washing- 
sate ton, D. C. 
To date there has been a lack of 
a factual, over-all picture of the ex- 
isting housing characteristics and 
living arrangements of older people 
in the United States. The absence 
of such information has made it vir- 
tually impossible to qualify the 
housing needs of the aged for the 
Nation as a whole and to relate these 
needs to those of the rest of the pop- 
ulation. The tendency has been to 
concentrate research on the welfare 
and medical aspects of housing, with 
too little attention given to the eco- 
nomic dimensions of the problem. 
In the hope of remedying this situ- 
ation, the Housing and Home Fi- 
nance Agency has analyzed special 
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tabulations of data drawn from the 
housing census of 1950. The survey, 
based on preliminary data of a na- 
tional 1-in-a-1,000 sample of the 
American population, the 
housing circumstances only of those 
aged persons who are heads of 
households, not those who live as 
dependents in families headed by 
younger persons. 

With the aged defined simply as 
those over 65, the total number of 
such persons living in urban or rural 
nonfarm housing in 1950 was 10,570,- 
000. It is estimated that at least 80 
percent of all persons over 65 main- 
tained independent households. 


covers 


Home Ownership 


The percentage of home ownership 
is higher among persens over 65 
(68.2 percent) who are heads of 
families than for the general popu- 
lation (538 percent). However, 
older people own less valuable struc- 
tures than do the population gener- 
ally. Those older people who are 
renters pay lower rents than the 
rest of the population. Persons over 
65 tend to have larger dwelling units 


than the younger population. But 
more households headed by older 


persons were small—two persons or 
less. As a result, there is far less 
overcrowding among households 
headed by older persons than for the 
population as a whole. On the other 
hand, the condition of the housing 
in which the older groups live is be- 
low average. 


Characteristics of Housing 


In general, the aged tend to occupy 
relatively more very low-rent dwell- 
ing units and low-value structures, 
and their housing is relatively more 
dilapidated and deficient in plumbing 
facilities. However, overcrowding 
is not a particular problem for older 
people. Housing for older people is 
shaped and characterized by the 
following: The aged receive less in- 
come, have smaller families, and oc- 
cupy older dwellings in older neigh- 
borhoods than do other groups in the 
population. 

. . 7 

The full text of this paper is sched- 
uled to appear in a forthcoming issue 
of the Journal of Gerontology. 


Geriatrics: 
General Considerations 





By MALFORD W. THEWLIS, 
M. D., Thewlis Clinic, Wake- 
field, R. |. 





Favorable economic conditions, 
better hygiene, medical and surgical 
advances—especially the use of anti- 
biotic substances—have increased 
the national life There 
many problems facing us in caring 
for the older population. There are 
fewer nurses and fewer hospital 
At the same time there is an 
increase in chronic illness, especial!) 


span. are 


beds. 


since people live longer. 

Perhaps the best approach to the 
problem is to keep the aged popula- 
tion ambulatory as much as possible. 
This can be accomplished by better 
hygiene, improved nutrition, 
adequate housing. 

The physician can keep older pa- 
tients active and working by treat- 
ing them in his office. Once they 
get into an institution they 
likely to remain there. Already 
there are postgraduate courses in 
practical office procedures for physi- 
cians. More efficiency will enable 
the physician to treat these patients 
in his office or in their homes, and 
thus relieve the congestion in insti- 
tutions. Merely instructing the pa- 
tients on proper nutrition helps them 
to ward off illness. It is amazing 
how much better many older people 
feel when they have an adequate in- 
take of ascorbic acid, calcium, and 


and 


are 


proteins. 

Many problems of advancing years 
must be solved by clinicians. They 
deal with the patients under condi- 
tions as they exist. Their experi- 
ence enables them to guide social 
workers, physiotherapists, hospital 
superintendents, and others active 
in the field of geriatrics. On the 
other hand, preclinical medicine must 
be increasingly practiced by the 
medical profession. 

eee 

The full text of this paper ap- 
peared in Medical Times 79: 737-738 
(December 1951). 
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Medical and Social 
Problems in England 


eee By R. E. TUNBRIDGE, M. D., 

ies be Department of Medicine, 
, 8g > University of Leeds, Leeds, 
brief England 


One of the features of the present 
century has been the change in the 
age composition of the population 
in almost every country. In the 
United Kingdom today, approxi- 
mately 1 in 7.5, or almost 14 percent 
of the population, are of pensionable 
age, that is, men over 65 and women 
over 60 years of age. Between one- 
fifth and one-sixth of the population 
will be of pensionable age by 1980. 
Taking into account that one-fifth of 
the population will be composed of 
children under 15 and that many 
married women will be outside the 
labor force, it would appear that 
less than 50 percent of the popula- 
tion will have to support the entire 
population. 


Pension Plans 


Provision for retirement is from 
two sources, pension schemes where 
the amount of pension is based upon 
previous earnings, and the flat rate 
which is available to all other in- 
sured but not self-employed workers. 
In addition, old age pensions are 
available to all people over 70 pro- 
vided their income does not exceed 
two pounds ($6) per week. The 
cost of the limited pension scheme 
now takes more than one-tenth of 
the national budget. In 30 years, 
if money retains its present value, 
the pensions will cost at least one- 
fifth of the national budget. These 
assessments do not take account of 
the cost of other social services for 
the aged. 

Increased methods of production 
may help to remedy the situation, 
but the obvious solution is to abol- 
ish full retirement at the present 
early age of 65 for men and 60 for 
women and to encourage part-time 
work as long as possible. This is 
desirable from a medicosocial as 
well as an economic viewpoint be- 
cause early retirement frequently 
leads to a sense of not being wanted, 
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uselessness, and loneliness, with se- 
rious consequences to the health and 
happiness of the retired person. 


Medical Care 


The change in the age composition 
raises many fundamental medical 
problems. It cannot be too often 
stated that disease in the elderly 
is not invariably chronic illness. 
Several recent surveys in the United 
Kingdom have shown that the com- 
mon disorders in persons over 70 
requiring hospitalization are mental 
disorders, arthritides, vascular de- 
generation, incontinence, and bron- 
chitis. 

Minor medical maladies and social 
factors, if not given sufficient atten- 
tion, can hasten decline. Although 
sickness in the elderly does not ex- 
hibit entirely new disease forms, the 
reaction of the older patient to ill- 
ness does provide many medical and 
social problems. It is often impos- 
sible to separate the medical from 
the social problems, and both must be 
assessed and adequately met. Ade- 
quate care for the aging thus de- 
mands a reorientation in medical 
teaching among doctors and nurses. 


Intensive Home Care 
Of the Chronically Ill 


By LOUIS UDELL, M. D., 
Medical Director, Intensive 
Home Care Plan, visiting 
Nurse Society of Philadel- 


brief 


phia 


Because of the limited number of 
hospital beds available and the very 
apparent increase in the incidence 
of chronic’ diseases, especially in 
the aged group, the problem of car- 
ing for these patients is becoming 
more acute. Home care seems to be 
the answer for many persons who do 
not need active specialized care. 

Philadelphia has had an intensive 
home care plan for the chronically 
ill in operation since April 1949. It 
was developed in response to or- 
ganized community demand to deter- 
mine whether medical and suppor- 
tive services for chronically ill pa- 
tients in their own homes and under 
the care of their own visiting phy- 


‘ Moreover, the patients 


sician would lead to maximum im- 
provement at less expense than 
through hospital and institutional 
eare. During the 2 years it has 
been in operation (in a section of the 
city with a population of 325,000), 
the plan has cared for 110 patients, 
about half of whom were over 65 
years of age. Services have been 
offered on a visiting basis at a fre- 
quency determined by the need and 
have been coordinated by a commu- 
nity public health nursing associa- 
tion. These services include medical, 
nursing, physical therapy, occupa- 
tional therapy, nutrition, speech 
training, and housekeeping care, sup- 
ported by social case work and men- 
tal health consultation. The team 
approach has been used throughout 
with careful admission review and 
regular progress conferences. Re- 
ferrals have come from all hospitals 
and a large number of private physi- 
cians in the area. 

This plan, though patterned after 

the Montefiore Hospital home care 
plan, differs from it mainly in (1) 
control of the patient, (2) home con- 
ditions, and (3) administration. 
*atients remain under the control 
of their own private physicians, 
‘ather than under the direct care of 
the hospital. Unlike the hospital 
plans, ideal home conditions do not 
enter into the decision to accept a 
patient. Finally, the hospitals in 
the area have no direct voice in the 
administration of the plan, although 
they do refer their chronically ill 
patients and provide necessary lab- 
oratory or X-ray services, or medi- 
eal and surgical consultation, on a 
fee basis. 

The net cost of the plan for two 
and a quarter years has been $25,- 
439.75. It has cost the community 
approximately $3 each patient-day. 

The reaction of the hospitals and 
the private physicians in the area 
to the plan has been very favorable. 
and their 
families have benefited considerably. 
Improvements have been noted in 
conditions formerly believed to be 
static or hopeless. 

This program is suggested as one 
approach to the problem of care for 
older persons with chronic illness 
who wish to remain at home. Con- 
sideration of the organizational pat- 
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tern, the relationships involved, and 
the costs of promotion and operation 
leads to the conclusion that such a 
plan can be repeated in a wide va- 
riety of communities. 


Needs for Economic 
Security in Old Age 


By EDWIN E. WITTE, Ph. D., 


Chairman, Department of 
eee, Economics, University of 
brief Wisconsin 


Two main points are made as an- 
tidotes to popular’ impressions: 
First, adequate economic means, al- 
though not all that is needed, are 
essential for a happy old age. Sec- 
ond, many different approaches are 
needed to insure adequate income in 
old age. Specifically, on the latter 
point, increasing employment op- 
portunities for older people are not 
a cure-all for the economic problems. 


Economic Problems 

Increased attention to nonecono- 
mie problems which the gerontologi- 
cal movement has produced may 
minimize the importance of economic 
issues. Although this recent inter- 
est is to the good, it may obscure the 
important truths that many older 
people lack economic means for de- 
cent existence. Prolonging life by 
conquering disease does not of itself 
solve the problem of how people will 
live. For the great majority of peo- 
ple, old age is a time of reduced in- 
come and, for many, complete ces- 
sation of earnings. 

Although many costs decrease in 
the older years, some increase with 
age, notably costs of medical and 
related care. Also, old age is be- 
coming a progressively longer pe- 
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riod for many people—average life 
expectancy for men at 65 is over 15 
years and for women, about 3 years 
longer, more than one-fourth as long 
as the so-called productive period of 
life. 

Just as for most people, employ- 
ment is the best way to provide eco- 
nomic security for older persons. 
But, many older people cannot work 
full time or at all, and those who can 
work cannot be readily fitted into 
Nearly half cannot work 
by reason of physical incapacity. 
The present enthusiasm for in- 
creased employment of older people 
is most laudable, but the entire prob- 
lem of economic support cannot be 
answered by finding employment for 
Women now exceed 


new jobs. 


older workers. 
men in this age group and their per- 
centage is rapidly increasing. The 
proportion of older women workers 
has increased but is still below 10 
percent. Even maintaining the pres- 
ent percentage of men who are gain- 
fully occupied—45 _ percent—will 
necessitate the employment of many 
more older people, as their number 
is increasing so rapidly. 


Support for Older People 


We know very little about how 
older people actually get their live- 
lihood. It is clear that many older 
people have to live very skimpily. 
We must find out why some older 
people are in need while others are 
getting along very well economically. 
Two factors seem mainly to account 
for this difference : earnings received 
before age 65, and employment or 
lack of employment after 65. Back 
of these are other reasons for want 
in old age: unemployment, long se- 
rious illness, disabilities, 
savings and their declining value. 

We also know little about the 
savings of older people. Although 


loss of 
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with 1948 data, are reported. 
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savings have greatly increased dur- 
ing the last decade, certain forms of 
savings have greatly shrunk in value. 

We should also know more about 
the extent of aid from children and 
the significance of industrial pen- 
sions which have been very much in 
the limelight in recent years. 

There is great need for more re- 
search and information, but likewise 
for acquainting the with 
facts already known and presenting 
these facts in the proper perspective. 
Among these are the defects in the 
systems: the 


public 


present Government 
old-age assistance program anoma- 
lously gives older people larger _pay- 
ments than are provided on the aver- 
age under the contributory insurance 
system. 


Conclusions 


In stressing defects in present pro- 
grams for economic security, prog- 
ress made in the last two decades 
must not be overlooked. Older peo- 
ple are better off economically than 
they were during the depression and, 
quite likely, than during the pros- 


perous twenties. But these pro- 
grams have hardly kept up with 


changing price levels and improve- 
nents are necessary. 

Increased attention must be given 
to social security and to the eco- 
nomic aspects of the aging popula- 
tion. The prevailing ignorance on 
these aspects is astounding in view 
of the immense amount of discus- 
sion. This may be one consequence 
of the gerontological movement. It 
may lull people into thinking that 
the economic problems of old age 
if only the em- 


older 


have been solved 


ployment opportunities of 
people are increased. This would be 


most unfortunate, because it is 


clearly false. 


The unmet bed needs, as reflected by comparing 1951 


Prevention methods for local health departments are 


discussed by Huntington Williams, Emanuel Kaplan, Charles E. Couchman, and R. R. 


Sayers. 


Effect of Radioactive Materials in Environmental Health. 
by Conrad P. Straub. 
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Radiation hazards are explained 
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Therapy With Cortisone 





By C. PAUL SILIRIE, M. D. 


Two years have elapsed since Hench and 
associates published their preliminary observa- 
tions on the use of cortisone in the treatment 
of rheumatoid arthritis and rheumatic fever. 
How far have we progressed since then? What 
is the current status of cortisone as a weapon 
against disease? What are its limitations? 


Response to Cortisone 


In this brief period, it has been learned that 
cortisone is capable of exerting certain funda- 
mental physiological effects associated with in- 
creased adrenocortical activity. Among these 
are: diminution of fibroblastic proliferation ; 
suppression of fever, local inflammatory mani- 
festations, and pain; inhibition of certain al- 
lergic processes; increased excretion of potas- 
sium; retention of sodium and water; and pro- 
duction of various endocrine dysfunctions. 

These findings encouraged many clinical in- 
vestigators to use cortisone in the treatment 
of a wide variety of diseases. However, this 
discussion will be limited to diseases responsive 
to cortisone therapy and about which opinion 
seems to have crystallized to some extent. In 
some disturbances the results have been excel- 
lent, even dramatic; in others the effects have 
been variable, but in some instances the benefits 
have been transient (see table). 


Need More Facts 


Although phenomenal advances have already 
been made in research relating to the chemistry 





Dr. Silirie of Rahway, N. J., is associated 
with the medical division of a major manufac- 
turing chemist. He has brought this paper up 
to date from material presented at the 1951 New 
York State Department of Health Annual 
Conference. 
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and pharmacology of cortisone and the adre- 
nocorticotropic hormone, ACTH, of the pitui- 
tary gland, many large gaps still exist in our 


knowledge of these hormones. Some of these 
gaps will be bridged when we have learned 
more about the following fundamental con- 
siderations: 

1. The interrelationships of the pituitary, the 
adrenals, the other endocrine glands, and 
the various other tissues of the body. 

2. The histopathology of the pituitary and 
adrenal glands of patients with rheu- 
matoid arthritis or other diseases in which 
cortisone or adrenocorticotropic hormone 
is effective. 

3. The functions of these hormones in normal 
persons and in patients with rheumatoid 
arthritis or other diseases known to re- 
spond favorably to exogenously adminis- 
tered hormonal agents. 

4. The modes of action and interaction of 

these substances. 

5. The metabolism of cortisone—its absorp- 
tion and fate in the body. 


Other Questions Remaining 


Certain refinements in our currently available 
laboratory tests and the development of newer 
procedures will undoubtedly help us in answer- 
ing many of the following practical but per- 
plexing questions: 

1. How much endogenous cortisone or adreno- 
corticotropic hormone does a normal person 
produce daily ? 

2. How much is produced by persons under 
stress and how much by patients suffering from 
diseases benefited by the exogenous administra- 
tion of these hormones? 

3. Do all patients suffering from diseases 
responsive to cortisone or adrenocorticotropic 





Public Health Reports 






Transient beneficial effects 
observed 


Beneficial effect often dramatic 





Scleroderma (early) 


Dermatomyositis 
Alcoholism 


_ Psoriasis 
| Retrolental fibroplasia 
Agranulocytosis and certain 
forms of anemia (hemolytic, 
aplastic, megaloblastic) 


Rheumatoid arthritis 

Still’s disease 

Rheumatoid spondylitis 

Psoriatic arthritis 

Acute rheumatic fever 

Acute lupus erythematosus dis- 

seminatus (early or late) 

Periarteritis nodosa (early) 

Addison’s disease 

Various allergies: aiteaia 
Bronchial asthma | 
Hay fever 


Effects transient, ultimate 
prognosis unaltered 


apres ae : Acute leukemia (lymphocy- 
Results encouraging but may be , ae ; 
costae ; tic or granulocytic) 
Lymphosarcoma 
Chronic lymphatic leukemia 
Acute gouty arthritis Multiple myeloma 


es 


Angioneurotic edema | Ulcerative colitis 


Drug sensitization 
Serum sickness 
Exfoliative dermatitis 


| 


| 


Regional enteritis 
Nephrotic syndrome 
Pulmonary granulomatoses: 


Pemphigus Sarcoidosis 
Inflammatory eye diseases | Silicosis 
Panhypopituitarism Berylliosis 


Hodgkin’s disease 


Adrenogenital syndrome (due to | Purpura hemorrhagica (throm- 


congenital adrenal hyperplasia); — bopenic) 


hormone have inadequate adrenocortical re- 
serve ? 

4. How much exogenous adrenocorticotropic 
hormone is required to produce a given amount 
of cortisone or cortisonelike hormone? 

5. What is the time-dose relationship be- 
tween exogenously administered cortisone or 
cortisonelike hormone and the amount avail- 
able in body tissues during a given period ? 

6. What is the cortisone threshold in the vari- 
ous diseases, and what dose is required to pro- 
duce beneficial effects without undesirable side 
reactions ? 

Thus, it appears that although cortisone is 
capable of producing excellent—even dra- 
matic—benefits in many patients suffering from 
diseases which heretofore have proved stub- 
bornly refractory to older methods of treat- 
ment, it is quite obvious that a full understand- 
ing of the manner in which these substances in- 
fluence various physiologic or pathologic states 
remains to be attained. Therefore, until more 
knowledge of these agents is acquired, we must 
proceed with caution, accepting calculated 
risks, in our attempts to develop safe and effec- 
tive methods for their use. 
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Undesirable Effects From Cortisone 


From our experience to date with cortisone 
and adrenocorticotropic hormones, we have 
learned that these agents may at times produce 
undesirable effects. Therefore, before admin- 
istering these hormones, the physician should 
weigh the possibility of producing these effects 
against the anticipated beneficial results. 

A number of relative contraindications to 
the use of these hormones must be kept in mind. 
These are of greater or lesser importance, de- 
pending upon the nature of the disease (see 
list). Thus, in general, caution should always 


Cortisone therapy—Relative contraindications 


Psychotic or prepsychotic personality 

Tuberculosis or other serious infections 

Congestive heart failure (except that resulting from 
acute rheumatic carditis) 

History of a previous thromboembolic episode 

Bacterial or viral infections unless adequate amounts 
of the proper antibiotics are employed concurrently 

Angina pectoris 

Duodenal or gastric ulcer 

Renal disease 

Osteoporosis 

Pregnancy 

Diabetes mellitus 

Hypertension 
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be exercised with the use of these products in 
patients having known infection or possessing 
psychotic tendencies. In the former, these 
hormones interfere with the immune response 
and may mask the signs and symptoms of the 
infectious process; in the latter, a frank psy- 
chosis may be precipitated. 

The use of cortisone has produced remark- 
able clinical results in a wide variety of diseases. 
Even more remarkable is the fact that most 
of these diseases have heretofore proved un- 
responsive to other agents. However, even 
though cortisone is capable of controlling the 
manifestations of many diseases, its continued 
use may also produce certain undesirable effects. 
It cannot be overemphasized that side effects 
should be considered as evidence of excessive 
hormonal activity and not as truly toxic effects 
of the hormone. Moreover, these effects are 
completely reversible following discontinuation 
of therapy. 

Nevertheless, injudicious use of these potent 
hormonal agents, like misuse of many com- 
monly employed hormones such as insulin, 
thyroid substance, or testosterone, may result in 
certain untoward effects. In the case of cor- 
tisone, the physician should respect but not 
fear the side effects. Dosage has an important 
bearing on these phenomena. Expressed in 
simple terms, the problem is to determine the 
maximum dose compatible with a minimum of 
undesirable effects. Although much has been 
learned about the side effects, the problem has 
not yet been completely resolved. 


The Future of Cortisone 


Although we are fully cognizant of the 
therapeutic value of cortisone, this hormone is 
becoming increasingly more important as an 
investigative tool in clinical research. We may 
look upon cortisone as a key which may serve 


to unlock the door to a better understanding of 
many disease processes, the mechanism of which 
still remains obscure. In fact, many of the 
pages in our textbooks dealing with the eti- 
ology, pathogenesis, pathology, diagnosis, and 
treatment of many conditions may have to be 
reviewed and rewritten in the light of newly 
acquired knowledge made possible by clinical 
and laboratory experiences with cortisone. 

One may ask, “What about the future of 
cortisone as a therapeutic agent?” “How long 
will it be before we can make categorical state- 
ments as to its definitive value in a specific 
disease?” The answers to these questions will 
come only after patient and careful study on 
the part of physicians, public health organiza- 
tions, and allied professions. This teamwork 
may also aid in the realization of the greatest 
of all hopes—the ultimate defeat and eradica- 
tion of disease. 
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High Incidence of Measles Reported 


The incidence of measles in the United States this season is running far above 


that for the same periods 1 year ago. 


The total number of cases reported from 


September 1, 1951 (the seasonal low week) through January 12, 1952, is 78,085, as 
compared with 41,128 for the same period a year ago. The median for the 
5-year period, 1946-50, is also 41,128. The incidence is concentrated primarily in 


the eastern part of the country. 
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Thomas County, Georgia, 1949-50 


Conjunctivitis in Elementary Schools 


By DORLAND J. DAVIS, M. D., and VIRGINIA D. HINES, B. S. 


As a part of an epidemiological investigation 
of conjunctivitis due to bacteria of the genus 
Hemophilus, in Thomas County, Ga., a study of 
the occurrence of the disease was made in chil- 
dren attending 12 elementary schools’ acces- 
sible to uniform observation. 

In this area, as well as in many other parts 
of the southern United States, acute conjunc- 
tivitis is a common affliction of children and is 
known as “sore eyes” or “gnat sore eyes.” Bac- 
teriological studies in Texas (7) revealed the 
presence of Hemophilus aegyptius or Koch- 
Weeks bacillus (2), and Hemophilus influenzae 
in a significant number of cultures of the con- 
junctiva. These species have also been found 
in the current studies in Thomas County. 

In addition to the bacteriological studies of 
cases to be reported later, an effort was made 
to assess the importance of conjunctival disease 
among children attending the schools of this 
region. Principals and teachers of the 12 
schools, 6 white and 6 Negro, were asked to 
keep records of absenteeism due to conjunc- 
tivitis and of children with conjunctival symp- 
toms attending schools. The analysis of these 
records forms the basis of this report. 

Thomas County, located in southwestern 
Georgia, had a recorded population of 33,903 
(approximately 45 percent Negro), according 
to the preliminary figures of the 1950 U. S. 
census. Agriculture and lumbering are the 
chief industries. Thomasvile (population 
14,446, preliminary 1950 U. S. census figures) 
is the largest town and serves as a commer- 
cial center for the area. Observations were 
made on children attending two of the three 
elementary schools for white children and both 
the elementary schools for Negro children in 


* One school, the white elementary school of Barwick, 
Was actually located just across the county line in 
Brooks County, Ga. 


Vol. 67, No. 2, February 1952 


Thomasville. Most of these children lived in 
Thomasville proper, but about one-third lived 
in nearby rural or semirural areas and were 
transported to school by buses. 

Outside of Thomasville nearly all children 

attend consolidated schools in the various 
nearby communities and are transported to and 
from their homes by bus. The study included 
observations on children attending both white 
and Negro schools (grades 1 to 11) in four other 
Georgia communities: Boston (population 
1,032, preliminary figures 1950 U. S. census) ; 
sarwick (population 500, unofficial census) ; 
Meigs (population 1,083, preliminary figures 
1950 U. S. census); and Ochlochnee (popula- 
tion 450, unofficial census). Most of the chil- 
dren attending these schools live in rural areas 
and the communities themselves are small or 
semirural. No studies were made of the 8 
other consolidated schools and 11 one-room 
Negro schools in the county. 


Collection of Data 


The data were collected under the direct su- 
pervision of a Public Health Service nurse who 
was participating in the field work of the in- 
vestigation. The information was actually re- 
corded by the teachers of each room on forms 
specially prepared for this phase of the study. 
These forms were collected at 3-week inter- 
vals during the school term (October 10, 1949, 
to December 19, 1950), thus providing records 
Dr. Davis is with the National Microbiolog- 
ical Institute of the National Institutes of 
Health, Public Health Service, Bethesda, Md. 
Miss Hines is with the Communicable Disease 
Center of the Public Health Service, assigned 
to the Thomasville Station section at Thomas- 


ville, Ga. 
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Table 1. 





Conjunctivitis in grades 1, 2, and 3 of 12 selected schools, by month, October 1949 through 


December 1950 


1949 


ber ber 


| 
| 


October Novem Decem 





| | 
17, 799 38, 643/22, 883) 


Absences per 1,000 pupil- | 
days of enrollment: 
All causes _ 
Conjunctivitis____-_-- 
Pupil-days absent presum- 
ably due to conjunc- 
tivitis, per 1,000 pupil- 
days of absences from 
all causes --- - erin 
Pupil-days present with | 
conjunctivitis observed | 
in school per 1,000 pupil- | 


days of attendance ___- | 17.0 7.8 


Total enrollment, pupil- | 
rae 


68. 3) 71. 
8 ] 


158.5] 75.9) 11.5] 


19. 


to 
i) 


of more than a year’s observations. The teach- 
ers were asked to list the name, age, and sex 
of each child in the room, record each day of 
absence from any cause, each day of absence due 
to conjunctivities, and each day that a child at- 
tended school while having conjunctival symp- 
toms apparent to the teacher. This method of 
coilecting information has many deficiencies— 
the number of different individuals recording 
the data, uncertainty of the cause of absence, 
the difficulty encountered by medically un- 
trained persons in determining whether a child 
had signs of conjunctival disease, and some ir- 
regularity in recording data because of the press 
of teaching duties. A comparison of our rec- 
ords of total absences with the regular school 
reports of average daily attendance revealed a 
close agreement, but the records for the inci- 
dence of conjunctivitis were probably less ac- 
curate. Nevertheless, crude as they may be, the 
records do serve as an index of the extent of the 
problem of conjunctivitis in school children of 
Thomas County. 

For analysis, the data were tabulated on the 
basis of pupil-days experience per month. The 
total number of children enrolled in a room was 
multiplied by the number of school days per 
month to give the total pupil-days of enroll- 
ment for that room or grade. The total of 
pupil-days was corrected by additions and sub- 
tractions in number of pupil-days for individ- 
uals entering or withdrawing from school dur- 
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| 
a 
January —— March 


42. 543.38, 





1950 


| 


| 
: Septem-| | Novem-| Decem- 
| April May p yy | October | ~” hor her 


| | 
ee | 
sosles, 012/34, 061/30, 492 30, 718.39, 990/36, 682/21, 687 


70.6 92.5 84.6 100.2 29.8) 61.3) 66.7) 90.6 
” 2 4 ‘gi: 5.8i 481 1 2.6 

| 
| 4 Pear 
9.2) 2.5) 5.2| 2.9] 152.0, 783) 20.8 285 
2.8 2.7' 35 5.3 167) 125, 5.2) 34 
ing the period. Likewise, absences were cal- 


culated on number of school days absent for 
each child. Rates could then be computed in 
terms of pupil-days per monthly time interval 
for the desired groupings of grades. Final 
tables, by months, were made of the experience 
of children attending the first, second, and 
third grades, which included those aged 6, 7, 
and 8 years, and in some instances, especially 
in Negro schools, some children 9 and 10 years 
of age. Tabulations of the data for grades 4 
to 6 were made on an annual basis only and 
not adjusted to months because of the small 
numbers involved. 


Analysis of Data 


The experience with conjunctivitis in the 
first 3 grades of the 12 selected schools during 
the period of study is shown in table 1. 

It would appear from the data presented that 
the rate of absences from conjunctivitis is high- 
est in September and October and declines 
thereafter. The rate of absence from all causes 
(table 1) was highest in the spring months, 
but not of sufficient magnitude to affect signifi- 
cantly the seasonal pattern of the proportion of 
absences due to conjunctivitis. 

Table 2 presents data on the annual “dis- 
ability” rate, by grades, in the individual 
schools and in all schools of the study. 

The children in grades 1 to 3 were more af- 
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fected than those in grades 4 to 6, as judged by 
the rate of absences and of observed conjunc- 
tivitis in those attending all 12 schools. Al- 
though the data are not presented here, cases 
were observed less frequently in grades above 
the sixth and were seen occasionally in teachers. 
According to these data the rate of absenteeism 


Table 2. 


due to conjunctivitis was higher in the white 
schools than in the Negro schools for both 
grade groupings. This is also true for the 
observed incidence of conjunctivitis in those 
attending schools outside of Thomasville but 
is not evident in the Thomasville 
Although there does not appear to be a differ- 


schools. 


Annual “‘disability” rate of absence due to conjunctivitis and presence in school with ob- 


served conjunctivitis, per 1,000 days of enrollment, January through December 1950 


Annual en- 
| rollments in 
pupil-days 





Thomasville white schools: 
Grades 1-3___--_- R aoe 
Grades 4—6_.- oe 


| 86, 099 
Thomasville Negro schools: 4 | 
’ | 
| 
| 
| 


74, 630 
77, 212 
62, 523 


Grades 1-—3__-_ 
Grades 4-6___ 
White schools outside Thomasville: 


iO "| eae ee 87, 690 

en a ee 79, 900 
Negro schools outside Thomasville: 

7 S & a eee eee 66, 688 

Grades 4-6. ee ie 


All schools: 
Grades 1-3- aitieel 
Grades 4—6 


Speers 317, 689 
peas, | 268, 326 


Absent because of con- | 





Pupil-days 


nr . . 
rotal with conjunc- 


tivitis 


Present with observed 


| 
junctivitis | conjunctivitis | 
| 


| 
Rate | Rate 
per 1,000 | Pupil-days| per 1,000 


pupil-days | | pupil-days 


Rate 
per 1,000 
pupildays 


Pupil-days | 


| 

| z= 
| | 
| | 





Total___ Ee Pe EO re 





210; 2.4) 225; 2.6 435 5. 1 
107 1.4 19 | 126 1.7 
| 
87 1.1 | 59} 21)] 246 3.2 
39 6 86 1. 4 | 125 2.0 
205 | 2.3| 1,201 13.7 | 1, 406 16. 0 
49 | 6 | 748 | 9. 4 | 797 10. 0 
| | 
92 | 1. 4 | 173 | 2.6} 265 4. ( 
17 .3 | 98 | 1.9 | 115 2.2 
| | | 
| } 
594 | 1.9] 1,758 | 5.5 | 2,352 7.4 
212 | 8 | 951 | 3.5 | 1, 163 4.3 
806 | 1.4 | 2,709 1.6| 3,515 6.0 





ence in absentee rates between schools in Thom- 
asville and outside Thomasville for white and 
Negro and for the grade groups, a higher rate 
of observed diseases was recorded for those in 
attendance at the schools outside of Thomas- 
ville. The total rates for conjunctivitis reflect 
this difference also. Usually the Thomasville 
school children with the disease in the acute 
stage were sent home. But in other schools 
where the children were dependent on bus 
transportation it was not possible to send them 
home, and they remained in school. 

The figures indicate the extent of the prob- 
lem. They show that a total of 806 pupil-days 
of absence were due to conjunctivitis. Also 
2,709 pupil-days of conjunctival disease were 
observed in children attending school in grades 
| to 6 of the 12 schools under observation dur- 
ing 1950. 

The records were also analyzed to show the 
actual number of individual pupils who were 
absent because of conjunctivitis and who at- 
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tended school with observed conjunctivitis each 
month from November 1949 through Decem- 
ber 1950, and the total individual attack rate 
per 100 pupils enrolled. These are presented 
in table 3 for the first three grades by school 
groups. In preparing these data, individuals 
with conjunctivitis were counted only once each 
month. If they were recorded as both absent 
and present with conjunctivitis, they were 
counted as absent during that month. The 
highest attack rate occurred during the month 
of September in the group including four white 
schools outside of Thomasville when about 1 of 
every 3 or 4 pupils was affected by the disease. 
In the same month there appeared to be a lower 
incidence in the Thomasville white schools with 
about 1in 10 affected. Negro children were less 
intensively attacked, and the rate for both races 
was lower in Thomasville schools than in 
schools outside Thomasville. Although the 
rates were highest in all groups in September, 
October, and November, cases were observed 
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Table 3. 






















Total pupils enrolled 
Absent because of conjunctivitis - 
Present with observed conjunc- 
tivitis 
Total with conjunctivitis 
Total attack rate per 100 pupils 
enrolled 


Total pupils enrolled 
Absent because of conjunctivitis 
Present with observed conjunc- 
tivitis : 
Total with conjunctivitis 
Total attack rate per 100 — 
enrolled ; e 


Total pupils enrolled _ - 
Absent because of conjunctivitis _| 
Present with observed conjunc- | 
tivitis__- woe} 
Total with conjunctivitis _- nal 
Total attack rate per 100 | 
enrolled__-- ---- 












Total pupils enrolled , _| 
Absent because of conjunctivitis. 
Present with observed conjunc- 
tivitis.___- 
Total with conjunctivitis i 
Total attack rate per 100 D pupils | 
enrolled__ 


















L 
| 
. 


Total pupils enrolled 
Absent because of conjunctivitis_| 
Present with observed conjunc- | 
tivitis 
Total with conjunctivitis__- 
Total attack rate per 100 pupils 
enrolled 



















throughout the year 
side of Thomasville, 
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Number of pupils absent because of conjunctivitis, number present with observed con- 
junctivitis, and total attack rate per 100 pupils enrolled, grades 1, 2, and 3 of 12 selected schools, 
November 1949 through December 1950 





























1949 1950 

— i — January aa March | April May —— October — a 

2 Thomasville white schools 
537 40 48 511 504 197 494 605 604 598 93 
16 4 6 3 2 0 1 29 15 5 ll 
3 3 2 l j 2 ] 32 15 18 0 
19 7 8 4 6 2 2 61 380 23 11 
5 2 1.5 0.8 1.2 0. 4 04 10.1) 5. 0 zs 1.9 

2 Thomasville Negro schools 
505 511 526 524 518 516 514 | 478 478 | 484 481 
17 4 2 ] l 2 0 8 8 l l 
5 I 8 7 l 2 i l 7 5 3 3 
22 5 10 8 2 y 1 15 13 j J 
4. 1O/} 1.9 1.5 0. 4 0.8 0. 2 3. 1 3.7 0. 0.8 

4 white schools outside Thomasville 

{89 496 | 515 516 519 507 505 507 507 | 503 494 
20 0 | 3 3 2 4 4 42 | 16 | 6 2 
38 8 13 21 22 23 37 107 82 26 1] 
58 8 16 24 24 27 | 41 149 98 82 13 

z= 
9/ 16] 31) 47] 46 | &81/294/193] 64] 26 








4 Negro schools outside Thomasville 








| 
| 











374 | 367 | 396 | 391) 395 | 391) 361 | 388| 387| 382| 373 
7 | 1 10 6 0 1 | 0; 14] #11 1 l 
14 5} 5| 1 2 0 1/ 10] 9| 5| 3 
21 6 | 15 7 2 | 1 | 1) 24} 20| 6 | 4 

| | 

5.6] 1.6] 38] 18] 05] 0.3 | 0.3} 62] 52] 16] LI 

| | | 
Total for 12 schools in study 
a eee ee meee | 

905 |1, 914 |1, 982 |1, 942 |1, 936 |1, 911 |1, 874 |1, 978 |1, 976 |1, 967 | 1, 941 
60; 9! 2I i3| 5 7 5| 93| 50| 13| 15 
60 17| 28| 30| 29} 27| 40| 156) 111| 52] 17 

120; 26| 49| 431 384| 34] 45] 249| 161| 65| 82 

| 

63/ 1.4] 25] 22] 1.8] 18] 24/126] 81] 33] 16 


In white schools out- 
the rates gradually in- 
creased from a low of 1.6 percent in December 





1949 to 8.1 percent in May 1950 when the schools 
closed for the summer. 
In a study of absenteeism in New Haven, 
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Conn., schools, Linde and associates (3) re- 
corded data on absences due to diseases and 
disorders of the eye for 1927 and for 1948, 
calculated in pupil-days. Though their data 
are not strictly comparable to ours because of 
inclusion of all eye diseases, and are of some- 
what different age groupings, they show a very 
much lower annual rate, 0.30 per 1,000 pupil- 
days in 1948, including all disorders of the eye, 
compared to our rate in Georgia, 7.4 per 1,000 
pupil-days in grades 1 to 3 and 4.3 per 1,000 
pupil-days in grades 4 to 6. This emphasizes 
the relative importance of the problem in the 
schools of Thomas County and in other parts 
of the South where the disease occurs. 


Summary 


To assess the importance of conjunctivitis as 
a cause of absenteeism and disability in the 
school children of Thomas County, Ga., studies 
were made in six white and six Negro elemen- 
tary schools of that county from October 1949 
to December 1950. An analysis of the records 
of these studies on the basis of pupil-days ex- 
perience shows that the highest incidence of the 
disease occurred during September and October 
when about 15 percent of all absences in pupil- 
days was due to conjunctivitis. 

When calculated in pupil-days, the rates of 
absence due to conjunctivitis and occurrence in 
children attending schools were higher in grades 
| to 3 than in grades 4 to 6 for both white and 
Negro children and higher in the white schools 
than in the Negro schools. This does not neces- 
sarily reflect differences in numbers of individ- 
uals affected. The records indicate also that 


there was more conjunctival disease in white 
schools located outside Thomasville than in 
white schools in Thomasville, though this is 
not reflected in the rate of absences due to 
conjunctivitis. In grades 1 to 6 of the 12 
schools under study during the school year 1950, 
a total of 806 pupil-days of absence was ascribed 
to conjunctivitis, and 2,709 pupil-days of con- 
junctival disease were observed in children at- 
tending school. 

The data do not represent a true incidence of 
the disease in these school children because of 
the methods used in the collection of records. 
But they are useful as an indication of the mag- 
nitude of the problem, of the seasonal occur- 
rence, and of the white and Negro incidence in 
that county. 
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Birth Registration Has Improved in Past Decade 


The proportion of infants without birth certificates has been reduced by three- 
quarters during the past decade, preliminary results of a nation-wide survey 
of birth registration indicate. This survey—the second of its kind—found that 
almost 98 percent of the babies born in the first 3 months of 1950 were registered 
as compared with 92.5 percent in 1940, when the first national test was made. 

The recent birth registration test was conducted by the Public Health Service 
and State health departments, in cooperation with the Bureau of the Census, 
Department of Commerce. It involved matching birth certificates with census 


records. 


The primary purpose of the nation-wide test was to measure the completeness 
of birth registration in States and local areas on a comparable basis. The results 
will help registrars to spot the problem areas and to determine the reasons for 


failure to register births. 
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Public health progress de- 
pends upon ideas—new, differ- 
ent, better ways of doing things. 
And it is not only the big things 
that demand ingenuity, new 
concepts, unique relationships. 
The smaller, everyday prob- 
lems of public health can be 
and are being met more effi- 
ciently, more economically, 
more usefully and satisfactorily. 
Large and small jobs worth 
talking about and worth sharing 
with colleagues are being done 
today and will be done tomor- 
row. Public Health Reports 
has been asked by a number of 
public health people to provide 
a point for exchange of ideas— 
this page representing the first 
attempt. Whether it continues 
is dependent upon the readers. 
Your comments . . . and your 
contributions of ideas are wel- 
come. —The Editors. 


Hospital Conferences 


GEORGIA. The problem of obtain- 
ing better understanding of hospital 
programs has been approached 
through a series of regional confer- 
These conferences 
Division of 


ences in Georgia. 
are sponsored by the 
Hospital Services of the State De- 
partment of Public Health and in 
cooperation with the Division of 
Medical and Hospital Resources of 
the Bureau of Medical Services, Pub- 
lic Health Service. 

The State has been divided into 
five hospital regions. In each of 
these a conference of hospital trus- 
tees, hospital administrators, and 
public health personnel devotes an 
entire day to round table discus- 
sions of common problems and ther 
solutions. Special emphasis is placed 
on the needs of trustees, a group 


who have not been particularly 
pressed to participate in health 
affairs. 


Basic subjects are covered in gen- 


eral terms by qualified speakers, fol- 
lowing which there is spirited dis- 
cussion and exchange of ideas by the 
group. Items discussed included 
medical staff relationships, money, 
people, and community resources, the 
latter also covering public relations. 

The conferences aim to establish 
patterns which will enable all groups 
concerned to arrive at unified action 
toward health goals and better hos- 


pital services. 


"Killer Fish!” 
LOS ANGELES, CALIF. 


There once was a young larvae 
named Harvey, 

Who swam near a fish 
was starvey. 

Before saying who is ya, 

He was ate by the ’busia, 

And now Harvey is presarvey 
in ancharvey. 

So runs the limerick on the city 
health department’s “Killer Fish!” 
exhibit which was built for the 1951 
Hall of Health at the Los Angeles 
County Fair. 

The feature of the exhibit was sev- 
eral hundred live Gambusia affinis, 
the 11%4-inch-long fish with a vora- 
cious appetite for insect larvae. The 
fish were periodically fed live larvae, 
which were eaten almost instantly 
upon hitting the water. 

On the two side panels of the ex- 
hibit were shown clippings from two 
describing the 


that 


national magazines 
year-round Los Angeles 
control program, as well as trans- 


mosquito 





parencies showing field operations. 

In 17 days at the Los Angeles 
County Fair, it was seen by an esti- 
mated 450,000 persons, who asked 
for, and received, 75,000 free fish to 
take home for their own private 
ponds and lakes. The center of the 
display was dominated by the fish 
tank and a 2-foot-long wooden fish 
which continuously leaped at and 
swallowed an animated larva. In 
neighborhood distribution during the 
year, the Los Angeles department 
gave 78,000 fish to residents for do- 
mestic mosquito control, and planted 
an additional 100,000 in rivers, 
sloughs, and streams. Routine con- 
trol work—such as drainage, power 
spraying (from the department’s 
four fully equipped jeeps), inspec- 
tions, and mapping of mosquito 
movements—was also maintained. 

The exhibit was designed by the 
health education division of the de- 
partment and staffed by the mosquito 
control section. At the recent an- 
nual meeting of the American Public 
Health Association the exhibit re- 
ceived a citation of merit. 


School Nutrition 


FLORIDA. Most of the schools of 
Sarasota and Manatee Counties are 
participating in a public health nu- 
tritional program which goes beyond 
the school lunch concept. Students 
who appear to be below par physi- 
cally, mentally, or emotionally are 
selected and screened by the teacher, 
nurse, and physician. Hemoglobin, 


‘ 


The Los Angeles City Health Department's County Fair Exhibit 
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height, weight, and hookworm tests 
are done periodically. 

The public health nurse visits the 
homes to explain the program and 
to see that the pupils get enough 
sleep, rest, recreation, and food. At 
school pupils are given vitamins with 
fruit juice or milk daily and a good 
meal at noon. Some schools provide 
rreakfast when children do not get 
sufficient food at home. 


Infant Measurement 


FRESNO, CALIF. Problem: Un- 
suitable space in health center for 
measuring infants during well-child 
conference. Solution: Wall cabinet 
measuring table utilizing laboratory 
sink space not needed during clinics. 

The baby-measuring table essen- 
tially is a wooden wall cabinet frame 
to which a shelf is hinged. There 
are folding legs to allow the shelf 
to be supported by the drainboard 
but to clear the swing spout of the 
mixing faucet. A peg board on the 
front of the cabinet can be used for 
draining laboratory glassware. 

The model was conceived by Mrs. 
Lois Simpson, a public health nurse, 
and Mrs. Walter Rhode, and was 
built by Walter Rhode, construction 
foreman of the O’Neill Ranch, site 
of the Fresno County Health Center. 








M/S Hygiene—Floating Health Center 


ANCHORAGE, ALASKA. A fawil- 
iar and comforting sight to many 
residents of southeastern Alaska is 
the M/S Hygiene, floating health cen- 
ter of the department of health. 
Residents are told in advance when 
and how long the Hygiene plans to 
be in port so that they can arrange 
to attend clinics. 
The M/S Hygiene 
tain, crew, and chef, and is staffed 
with a physician, nurse, dentist, 
X-ray and laboratory technician, and 
secretary. Staff members meet with 
community leaders, and in many of 
the villages, residents have set up 


arries a cap- 
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health councils to carry out’ programs 
outlined with the help of the Hy- 
giene’s staff. Programs have cov- 
ered sanitation, protection of water 
supplies, isolation of tuberculous 
patients, and care of the sick in the 
home. 

In addition to regular clinics and 
chest X-rays, stress is put on pre- 
natal and 
postpartum services, special instruc- 


well-baby conferences, 
tion for midwives, and health edu- 
eation programs for children and 
adults. Laboratory services, in- 
cluding blood tests, are done aboard 
ship so that treatment or instruc- 
tions may be given to the patient be- 
Water 
samples are also tested during the 


fore the vessel leaves port. 


visit. 
itinerant nurse for her information 
in follow-up, and the immunization 


Reports are furnished to the 


status of preschool and school age 
groups is checked. 

The M/S Hygiene, a 
114-foot military craft, has been in 
It is one of five 
units, the 


converted 


service since 1945. 
These 
Department of 


mobile units. 
Alaska Territorial 
Health feels, have proved effective in 
providing a generalized health serv- 
ice for isolated communities in lo- 
cating and bringing under treatment 
unknown cases of tuberculosis, in 
finding cases needing hospitalization 
because of crippling conditions due 
to disease or accident, and in uncov- 
problems in 


ering environmental 
need of intensive public health 
service. 
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Research in Epidemiology of Mental Illness 


By R. H. FELIX, M. D., and MORTON KRAMER, D. Sc. 


As mental health programs develop through- 
out the country, we are often confronted by re- 
quests from laymen and professional persons 
alike for a variety of facts and figures. What, 
for example, is the extent of the problem? How 
many people in the United States actually are 
mentally ill? How many mental health clinics 
do we need? How many psychiatrists? How 
many psychiatric nurses ? 

All of these questions are reasonable and 
important. Yet to none of them can we give a 
firm answer, based on tried and tested facts. 

It may be argued that, since the deficiencies in 
service, personnel, and facilities in this field are 
so obvious and so great, why bother collecting 
data to prove what is already known? 

This argument is not valid. In the first 
place, we have the problem of allocating scarce 
resources and must find areas of greatest need. 
The very complexity and vastness of the prob- 
lem make it imperative that we get the best 
possible data upon which to base our action 
programs. Second, as research in this field goes 
forward on a broad front, epidemiological data 
are needed, not only to advance fundamental 
knowledge but also to help us develop more 
effective treatment and control methods. Our 
great need is for facts—many facts, accurate 
facts—that will not only help us learn how 
mental illness can be brought under control and 
what staff and facilities are necessary to do this, 





Dr. Felix is director of the National Institute 
of Mental Health and Dr. Kramer is chief of 
the NIMH biometrics branch, National [nsti- 
tutes of Health, Public Health Service. This 
report was presented by Dr. Felix at the annual 
meeting of the Committee on Mental Health, 
State Charities Aid Association, held in New 
York City, May 2, 1951. 





but also how such illness can be prevented. 
Third, facts that we find today will be needed 
tomorrow as a yardstick against which to meas- 
ure our progress. 

Thus, intelligent planning for an integrated 
public health attack on mental illness demands 
adequate epidemiological information. We 
must have information on the extent of the 
problem—that is, how many are affected. There 
are also a great many other things we need to 
know. What are the characteristics of the men- 
tally ill as a group and as opposed to the rest 
of the population with respect to such factors 
as age, sex, race, and occupation? How does 
mental illness develop in the individual and 
what factors explain its distribution in the pop- 
ulation? What are the constitutional, physio- 
logical, psychological, and socioeconomic fac- 
tors that may be related to cause and course of 
the illness? 

Each of the above questions presents a chal- 
lenging research problem. Even before we can 
accurately determine the number of mentally 
ill in our population, we must first acquire the 
following kinds of basic knowledge: a clear 
definition of the entity we are trying to count; 
diagnostic methods which permit separation of 
the population into those who have “mental ill- 
? and those who do not, and case-finding 
techniques that can be used to detect cases of 
the disease in representative samples of differ- 
ent segments of the population. These are nec- 
essary in order to estimate the general preva- 
lence and incidence of the disease with some 
degree of accuracy and to study its differential 
distribution by race, sex, age, geographic loca- 
tion, and so forth. 

As all of us are well aware, mental illness is 
not a single entity. Rather we are dealing with 
a broad variety of disorders, including the func- 
tional and organic psychoses, the psychoneuro- 
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ses, and that group of miscellaneous disorders 
referred to as disorders of character, behavior, 
and intelligence. For the most part the etiolo- 
cies of these disorders, which range in severity 
from the near normal to the far extremes of psy- 
chotic behavior, are not known and there are no 
standard methods for their diagnosis. 

We have, of necessity, made various estimates 
of prevalence, but these estimates are based on 
data of limited applicability, derived from 
widely divergent sources such as censuses of 
patients in mental institutions, other studies of 
the hospitalized mentally ill, selective service 
and armed forces data, and community surveys. 
Although the facts from these sources are 
widely quoted, it might be well to review them 
at this time so that, with a better appreciation 
of their limitations, we can go on to consider 
progress that is being made in the study of the 
mass aspects of mental illness and to discuss 
some areas in which additional work is most 
urgently needed. 


Community Surveys 


First we will consider the two most widely 
quoted community surveys that have been car- 
ried out in the United States, one in Baltimore, 
Md., and the other in Williamson County, 
Tenn. 

The Baltimore survey of 1936, conducted by 
Lemkau, Tietze, and Cooper (7), was limited to 
the Eastern Health District, an area about 1 
mile square in the eastern part of the city which 
serves as the field laboratory for the Johns Hop- 
kins University School of Hygiene and Public 
Health. At the time of the survey, this district 
had 55,000 inhabitants, one-quarter of whom 
were Negro. Among the white residents were 
many families of Hebrew and Czech extraction. 
The area is principally residential. The income 
level for both white and Negro families is defi- 
nitely below the city-wide average. 

The case-finding survey was made by search- 
ing the written records of some 43 institutions 
and agencies that deal with mental health prob- 
lems, including public and private psychiatric 
liospitals, training schools for mental defectives 
and delinquents, psychiatric clinics, social agen- 
cies, the public school system, the National 
Health Survey, and the juvenile court. In many 
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Table 1. Active cases of mental disorder in the Baltimore 
Eastern Health District Survey, 1936 (population: 55,129) 


Num- Rate 
Leading classification ber of per 
cases 1,000 
Psychosis - 367 6. 7 
Schizophrenia _ - - 158 2.9 
Manic-depressive - - 41 7 
Senile and arteriosclerotic 38 Pe 
SS 15 3 
Syphilitic 29 5 
With mental deficiency - 28 | 5 
Other !_ 27 . 5 
Undiagnosed - 31 .6 
Psychoneurosis - - 171 RI 
Psychopathic personality - 30 5 
Personality disorder in adults 218 4 
Psychotic traits apts 26 5 
Neurotic traits - oa 60 a 
Psychopathic traits _ - 13 2 
Behavior deviation. 119 2. 2 
Behavior disorder in children 449 8. 1 
Neurotic traits _ - - |} 162 2.9 
Conduct problems 287 D. 2 
Minor and possible disorder in adults 
and children t Ee 651 11.8 
Epilepsy -- . a 75 1.4 
Mental deficiency 375 6.8 
School progress problems without men- | 
tal deficiency _- _- | 434 7.9 


Adult delinquency without other infor- | 
mation _ _ - ‘ ; - 567 | 10.3 


Total active cases ?____- _.|3, 337 | 60.5 


| 


1 Involutional, with epilepsy, post-traumatic, and deliria not due to 
alcohol. 
2 Active+inactive cases: 3,416=62.0 per 1,000. 


Source: Reference 3, table 3, p. 11. 


cases, either a psychiatric diagnosis or a detailed 
description by a competent social worker was 
available. Where no diagnosis was given, one 
was deduced from the written records. No 
cases were personally examined by the survey 
staff psychiatrist. 

The cases included in the survey were those 
active on the books of the various institutions 
and agencies at some time during the survey 
year. They were classified into 10 major cate- 
gories: psychosis, psychoneurosis, psychopathic 
personality, personality disorder in adults, be- 
havior disorder in children, minor or possible 
disorder in adults and children, epilepsy, men- 
tal deficiency, school progress problems without 
mental deficiency, adult delinquency without 


other information. 


Findings in the Baltimore survey are shown 
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in table 1. Cases are arranged according to 
their leading classification. For 1936, the sur- 
vey year, 3,337 active cases of mental disorder, 
as defined, were found in a population of 55,129, 
a 1-year prevalence rate of 60.5 per 1,000. This 
rate includes epilepsy and mental deficiency as 
well as psychiatric disorders. 

The Tennessee survey was carried out by Roth 
and Luton (2) in Williamson County, Tenn., a 
fairly typical agricultural community with an 
area of 586 square miles and a population of 
25,000. One-quarter of the people in this area 
were Negro, the rest being mostly native white 
of English or Scotch-Irish extraction. 

The project started in September 1935. The 
staff lived and participated in the normal life 
of the community so as to become acquainted 
with all aspects of community life and with 
various individuals and agencies whose coopera- 
tion was essential. 

Cases were referred to the survey staff in sev- 
eral ways. Some were reported by physicians, 
nurses, teachers, clergymen, judges, and others 
who were in contact with large numbers of resi- 
dents. Other cases were discovered by staff 
field workers through their community activi- 
ties. Still other cases were found by search of 
institutional records. More than half of the 
cases were interviewed or examined by members 
of the staff, which included a psychiatrist, so- 
cial workers, and nurses. In addition to this 
general county-wide investigation, an intensive 
house-to-house survey was conducted in three 
selected areas. 

Approximately 2,000 cases were referred to 
the survey staff during the 3 years of the study. 
These cases were followed to determine their 
status as of September 1, 1938. On that date, 
1,721 cases, or 69.4 per 1,000 population, were 
still residents of the county, as shown in table 
2 where they are classified by primary diagnosis. 

The range of mental health problems in- 
cluded in this study was about the same as that 
in Baltimore, although the cases were classified 
into only seven major groups. Significantly, 
the case rate for the three districts where an 
intensive house-to-house survey was made was 
123.7 per 1,000 population, twice as high as 
the rate of 69.4 for the rest of the county. Since 
the intensive study areas were representative of 
the entire county, Roth and Luton have con- 
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Table 2. Active and inactive cases of mental disorder in 
the Williamson County, Tennessee, Survey as of Sept. 1, 
1938 (population: 24,804) 


| Number of cases Rate per 














Primary diagnosis | a peared 
| Active active Total cases) 
nae 121 35 156} 6.3 
Schizophrenia__------ (1) (*) 43 ee 
Re | (4) (2) 41; 1.7 
See } (1) } (@) 23 | a 
With mental defici- | 
SS ae 1 @) | 15 | 6 
apenas ,® | @ 24 1.0 
Undiagnosed_____--- | (?) (4) 10 a 
Psychoneurosis - - - - -- _- | 89 | 10 99 4.0 
Conduct and behavior | 
quorder...........-- | 285 129 414 16. 7 
Psychopathic traits_- | 152] 34 186 7. 5 
Special personality traits 208 127 335 13. 5 
Mental deficiency -_----__| 19 184 203 8. 2 
Organic and miscellane- | 
ous conditions_——-_-_-_---_| 40 288 328 13. 2 
All types _.| 914] 807 |1,721 | 69.4 





1 Specific types of psychoses were not broken down by whether the case 
was active or inactive. 

2 General paresis, other organic states, post-traumatic, with alcoholism, 
and with epilepsy. 


Source: Reference 3, table 4, p. 12. 


cluded that case-finding methods used for the 
rest of the county were only about 50 percent 
effective. 

Because of evident differences, the Baltimore 
and Tennessee survey results are not very com- 
parable. Nor can these results be compared 
with findings in European countries, where a 
few surveys have been made. Lemkau, Tietze, 
and Cooper (3) point out that all of these 
studies suffer from poor selection of sample 
populations and insufficient numbers of cases 
as well as differences in fundamental concepts 
and differences in diagnosis and classification. 


Selective Service and Armed Forces Data 


The second widely cited source of prevalence 
data is the World War II experience of the 
selective service system and the armed forces. 

Selective service experience, as is well known, 
shows more registrants rejected for mental and 
personality defects than for any other type. Up 
to August 1, 1945, some 18 percent of all rejec- 
tions had been due to these disorders (4). 

Further evidence comes from studies on prev- 
alence of medical defects made on a carefully 
selected sample of registrants who were exam- 
ined during the period 1940-43. These studies 
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showed mental illness as the sixth most common 
defect among all registrants in the sample, with 
a prevalence rate of 55.8 per 1,000. Among 
white registrants, mental disease was the fifth 
most prevalent defect; among Negroes, it was 
the eighth. The kinds of mental disorders de- 
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Figure 1. Resident patients in mental hospitals per 100,000 
population, United States, 1903-1948. 


tected were classified into five major groups, 
different from the classifications used in either 
the Baltimore or Williamson County survey. 
These selective service figures do not include 
mental deficiency as did the community surveys. 

These data have, of course, a number of lim- 
itations. The prevalence rates depend upon 
such factors as the age group examined and the 
veneral medical standards prevailing at the 

me of examination, as well as variations in 
elliciency of screening for mental disorders at 
different induction stations (5). They also de- 
pend upon the number of voluntary enlistees, 
probably the more physically and mentally fit, 
who did not pass through selective service ex- 
uninations. Other factors were nonexamina- 


tion of men who did not meet certain educational 


tandards, who had certain obvious physical 
lefects, or who were deferred automatically be- 
cause of dependency or occupational status. 
(hus, these rates cannot be applied with any 
conviction to the entire male population aged 
18 to 44, 

Armed forces experience, obviously, is even 
less applicable as a measure of mental illness 
prevalence in the general population. It ap- 
plies to a group that was preselected through 
selective service examinations as well as through 
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voluntary enlistments. Furthermore, the emo- 
tional tensions and the stress situations to which 
these men were subjected varied greatly in in- 
tensity, nature, and duration. An indication 
of the magnitude of the problem, insofar as the 
armed forces are concerned, is derived from the 
number of disability discharges because of neu- 
ropsychiatric reasons during World War II. 
Of 980,000 disability discharges from the Army 
during the period December 1941 through De- 
cember 1945, 43 percent were for neuropsychi- 
atric reasons (6). 


Patients in Mental Hospitals 


The most detailed data available on the men- 
tally ill are derived from mental hospital rec- 
ords. These relate only to persons who are 
sufficiently ill to warrant admission into a hos- 
pital for long-term care of psychiatric dis- 
orders. 

At the end of 1948, the most recent year for 
which data are available (7), more than 554,000 
patients were resident in mental hospitals. 
This is a rate of 382 per 100,000, more than 
twice the rate of 186.2 found in 1903, the earliest 
year for which reasonably comparable figures 
are available (fig. 1). Throughout this period, 
the great majority of these patients have been 
cared for in the State hospitals, where 85 percent 
of long-term mental hospital patients now 
reside. 

First admissions to the long-term mental hos- 
pitals have been used as an incidence index for 
the more serious mental disorders. They also 
give us information about age differences in first 
admissions for different types of disorders (fig. 
2). 

For example, in youth and early maturity, 
schizophrenia and manic-depressive psychoses 
are the predominant diagnoses at first admis- 
sion, these reaching their peak in the late 
thirties and early forties. They are succeeded 
in importance during the next decade of life by 
the involutional psychoses. General paresis and 
alcoholic psychoses are also important at this 
period. In the sixties, psychoses with cerebral 
arteriosclerosis and senile phychoses assume 
prominence, and these mental diseases of the 
senium continue to rise in frequency until the 
end of the life span. 
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Although admissions of senile cases have in- 
creased greatly in the last decade, the resident 
population of most mental hospitals consists 
largely of a slowly accumulated residue of 
schizophrenic patients who are admitted during 
youth or early maturity and stay, in many cases, 
until the end of the life span. The turnover 
of senile cases is very high, mainly because of 
their high death rate. These facts are illus- 
trated by data from New York State, which 
show the percentage distribution by selected 
diagnosis of first admissions, discharges, deaths, 
and patients resident at the end of 1947 (fig. 3). 
These New York State data, together with ma- 
terial specially gathered in other States here 
and there, add considerably to our knowledge of 
the hospitalized population. 

Another type of study of the hospitalized 
population is concerned with the ecology of 
psychoses. Faris and Dunham (8) have studied 
hospitalized psychotics in Chicago in relation 
to various socioeconomic factors, and a few 
other investigators have made similar studies in 
other areas (9). These studies have indicated : 
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Figure 2. Age specific first admission rates, per 100,000 
civilian population, for selected diagnoses, to State hospitals 
for mental disease, United States, 1948. 
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New York State Department of Mental Hygiene. 


Percent distribution of patients by selected diag- 
noses, New York Civil State hospitals, 1947. 


Figure 3. 


1. All types of mental disorder tend to show 
a similar pattern of residence concentration in 
and around the central business district, with 
‘ates declining toward the periphery. 

2. The schizophrenia rates characteristically 
show this typical pattern, while manic-depres- 
sive rates show much more scatter throughout 
the city. 

3. Persons residing in areas not primarily 
populated by their own ethnic or racial groups 
show much higher illness rates than do the 
numerically dominant group. 

All such studies of the hospitalized popula- 
tion suffer from limitations. Only 
persons with severe disorders are hospitalized. 
Also, the adequacy of hospital facilities varies 
from State to State. Evidence of this is seen 
in the waiting lists maintained by the already 
overcrowded State hospital systems. Another 
indication is the wide State-to-State variation 
in resident patient rates, ranging in 1948 from 
1.7 per 1,000 population in New Mexico to 5.5 in 
New York State. The third fact is that we do 
not know the relationship between the number 
of persons with a specific disorder who are hos- 
pitalized and the number of persons with a simi- 
lar disorder in the population who are not 
hospitalized. 


several 


Before the hospitalization rate can be used to 
indicate the prevalence of a specific disorder in 
the general population, this relationship must 
be determined. In the Baltimore survey, only 
75 percent of the psychotic cases were hospi- 
talized at any one time, and the Tennessee sur- 
vey indicated that in Williamson County only 
50 percent were hospitalized. Because of the 









Public Health Reports 








ts 








different characteristics of the populations in 
which the surveys were made, including atti- 
tudes toward hospitalization and separation of 
individuals from their families and variations 
in availability of psychiatric services and hos- 
pital beds, it is difficult to determine what these 
findings mean with respect to unhospitalized 
psychotic cases in the rest of the United States. 
Nevertheless, even imperfect data may be help- 
ful, as in the Framingham tuberculosis study 
of 1917 (70) which revealed nine active cases of 
tuberculosis in the population for each annual 
death from that disease. Although improved 
case-finding techniques have revised this esti- 
mate, this type of ratio derived from early 
studies has proved highly useful in public 
health work on tuberculosis control. 

In short, existing data on the extent of mental 
illness have distinct limitations. We cannot 
say with any assurance just what proportion of 
our population is afflicted or how frequent are 
the various types of disorder. 

To collect better information, some formi- 
dable methodological problems must be solved. 
For example, much work must be done in stand- 
ardizing diagnostic procedures so as to get 
clearly definable and truly comparable groups 
of cases. Practical case-finding techniques must 
be developed, such as screening methods for 
finding persons in the general population, even 
those not under psychiatric care, who actually 
have detectable mental illness. In the course of 
seeking answers to these problems, a great many 
other facts will be found which will have high 
value in the development of adequate facilities 
for psychiatric diagnosis and care, and for 
learning what kind of preventive services are 
needed and are feasible. 


Studies in Progress 


Progress is being made. A number of ex- 
tremely promising projects have been started in 
recent years. Each represents a team effort in 
which the psychiatrist, psychologist, social 
scientist, and other research personnel are com- 
bining their skills and knowledge. Among the 
most interesting are the following studies. 

The Stirling County project, under the direc- 
tion of Dr. Alexander H. Leighton of Cornell 
University, is an intensive study of a county 


Vol. 67, No. 2, February 1952 


in Nova Scotia. The research has three major 
objectives. One is to develop case-finding tech- 
niques for all types of mental disorder. Data 
will be obtained on persons hospitalized for psy- 
chosis, severe psychoneurosis, or psychosomatic 
complaints. A clinic i3 being set up to do some 
follow-up of hospitalized patients as well as to 
examine patients referred by physicians, clergy- 
men, schools, police, unemployment insurance 
offices, and health, welfare, and other local agen- 
cies. A second objective is to evolve screening 
tests applicable to the general population which 
will serve as a check on the completeness of other 
case-finding methods. The third objective js to 
map various types of social stress in the com- 
munity and to study the relationships between 
such stresses and the appearance of mental ill- 
ness. To eliminate the effect of biases and pre- 
conceptions, one team of investigators is doing 
the case finding and another is mapping the 
stresses. The two series of data will be merged 
and correlated to determine existing relation- 
ships. 

The Yale project is the joint endeavor of a 
psychiatrist and a sociologist, and is being aided 
by the National Institute of Mental Health 
through a research grant. Its directors, the two 
Yale faculty members, Dr. F. C. Redlich and 
Dr. A.B. Hollingshead, are investigating inter- 
relations between social structure and mental 
illness. In connection with this problem, they 
are taking a census of persons in a metropolitan 
area receiving psychiatric treatment, that is, 
persons in mental hospitals, attending mental 
hygiene clinics, or under private psychiatric 
care. In addition, the social structure of this 
metropolitan area is receiving intensive study. 
Correlations will be sought between these social 
variables and the frequency and types of mental 
illness found, as well as the attitudes of various 
groups toward mental illness and psychiatry, 
the types of psychiatric treatment they obtain, 
and their clinical response to various treatment 
methods. 

The Syracuse project, initiated by the New 
York State Mental Hygiene Commission under 
the direction of Dr. Ernest M. Gruenberg, deals 
specifically with mental illness in the older age 
groups. Here, too, a major objective is case 
finding through the development of methods 
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for detecting unhospitalized persons with senile 
psychoses and psychoses with cerebral arterio- 
sclerosis. The project also includes a study of 
the relationships between the hospitalized and 
nonhospitalized senile population, according to 
various social and economic factors. A further 
step will be the development of clinical and 
preventive services in the community to learn 
what effect adequate services can have on re- 
ducing the incidence of mental illness among 
the older residents. 

The Phoenix Mental Health Center is con- 
ducting a fourth research program of interest. 
This center is a field research station of the 
National Institute of Mental Health, estab- 
lished to study the mental health needs of a 
community and the feasibility and effectiveness 
of various ways of meeting those needs. To 
date the project has not involved systematic 
case finding, but one of the studies conducted 
at Phoenix has important implications for the 
development of more adequate case-finding 
techniques. This was a survey, conducted by 
the Survey Research Center of the University 
of Michigan, of public awareness of the mental 
health aspect of such problems as anxiety about 
a nervous breakdown, extreme conflict in mar- 
riage, and habitual stealing in a child. The 
survey tried to ascertain what people thought 
they would do about using the available re- 
sources for aid in dealing with such problems. 

Interviews with 500 adults, 100 each in five 
widely varying areas of the city, revealed that 
many people seemed wholly unaware of the im- 
portance of personality development relative to 
the problems discussed. A great many saw 
simple circumstances—such things as worry 
about financial insecurity, the fast pace of life, 
or family crises—as a sufficient cause for anxiety 
Others saw the 
problem as a lack of will power in the individ- 
ual. Individuals with such conceptions of 
causation were likely to see self-help as the 
only way to handle the problem. Those who 
mentioned attributes of personality as the pri- 
mary cause or an aspect of the cause of anxiety 


about a nervous breakdown. 


about a nervous breakdown were much more 
likely to report that they would seek profes- 
sional aid if faced with such a problem. 

It was also found, as in several other studies 
of public opinion on mental health problems, 
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that more people would seek aid from members 
of the clergy than from any other group. This 
study, then, emphasizes some of the reasons 
why, unless all community resources are mo- 
bilized, it is so difficult to detect all cases of 
mental disorder in a community. Misconcep- 
tions about the cause of adjustment problems 
which apparently prevent many people from 
seeking available heip, coupled with reluc- 
tance to admit the existence of problems to 
which blame attaches, make detection of minor 
or even relatively severe mental disorders dif- 
ficult unless there is direct access to the indi- 
viduals in question. 

These and other current research activities, 
such as that being carried out by Dr. Erich 
Lindemann and his associates at the Wellesley 
Human Relations Service, will undoubtedly 
give us a great deal of valuable information 
related to the epidemiology of mental disorders 
in the population. Meanwhile, suggestions for 
further research are inorder. These are of two 
types, additional community surveys and more 
intensive follow-up studies of mental hospital 
patients during and after hospitalization. 

Additional community surveys are needed, 
and needed urgently. Even though we still do 
not have practical techniques for determining 
the number of mentally ill, treated and un- 
treated, we need and can obtain some very 
important data. One type of information con- 
cerns the people in the community who are now 
obtaining various kinds of psychiatric aid. In 
communities with better-developed services, we 
can assume that a large proportion of the more 
seriously ill will be under psychiatric care and, 
therefore, more accessible to epidemiological 
study. From this group we can learn a great 
deal, in spite of the fact that it will not include 
all of the mentally ill. 
point. 


It is, at least, a starting 


A community could establish a central clear- 
inghouse of patients, including all residents 
of public and private mental hospitals, psychi- 
atric wards of general hospitals, and out- 
patient mental health clinics. This could 
cover such faetors as residence, age, sex, color, 
marital status, nationality, source of referral, 
diagnosis, appropriate socioeconomic data, a 
family roster, and pertinent familial data. 
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Such a file could be a mine of information, 
serving not only in basic epidemiological re- 
search but also in the planning and develop- 
ment of community mental health projects. 
For example, the community might be subdi- 
vided according to relative rates of usage for 
various psychiatric services and types of dis- 
orders treated. It would be possible to map out 
the differential distribution of hospitalized dis- 
orders, as opposed to those seen in clinics and 
by private psychiatrists, according to age, race, 
sex, and residence. It might be possible to de- 
tect sociological factors that, within a given 
area, may differentiate the hospitalized men- 
tally ill from the patients who require only 
out-patient clinic or office care. 

If adequate personnel could be obtained to 
implement them, special studies could be made 
to investigate differences in income, occupation, 
education levels, and attitudes toward mental 
illness. What are the differences in pattern of 
family organization and the kinds of emotional 
problems that these families encounter? What 
differentiates the families of individuals who 
use psychiatric facilities from other families in 
similar areas who do not use them? Are the 
members of these other families free of serious 
mental and emotional difficulties or do they have 
these disorders but handle them in a different 
manner? What factors influence early sub- 
mission to treatment, and how is early treatment 
related to the course of disease and results of 
treatment? It would also be useful to know 
something about mortality and morbidity rates 
from acute and chronic illnesses other than 
mental illness in families with mentally ill mem- 
bers. From this we might learn whether fam- 
ilies of the mentally ill may be a group more 
vulnerable to health hazards than a control 
croup of families. 

Such intensive community studies could have 
special value because, even if they do not cover 
all mentally ill persons, they can bring together 
for a specific population group data on many 
aspects of mental disorders and related factors 
which now must be derived from scattered 
studies on diverse population groups. 

More data on mental hospital patients are also 
urgently needed, especially follow-up informa- 
tion. A major need is in connection with the 
evaluation of therapy. The concept of the men- 
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tal hospital merely as a place of custody is no 
longer acceptable. To make these hospitals ef- 
fective in their modern role, we must learn more 
about the patient, what happens to him in the 
hospital, and what happens upon his return to 
the community. 

We should obtain facts that will enable us to 
follow groups of patients through their hospi- 
talization and after. For example, of patients 
admitted in a given year, what proportion re- 
main in the hospital, are on trial visit, dis- 
charged, or dead after 1, 2, or 3 years following 
admission? How are these discharge and death 
rates related to diagnosis, age on admission, 
therapy, and other relevant factors? 

On a nation-wide basis, we have only the 
crudest data about discharged patients. We 
need information on diagnosis, sex, duration of 
illness, age on admission, types and duration of 
therapy, duration of stay in the hospital, and 
condition on discharge. These facts should be 
analyzed on a life-table basis and by other ap- 
propriate statistical methods. 

As to patients who have been discharged, how 
many relapse and how soon? How are relapse 
rates related to diagnosis, age on admission, 
length of hospitalization, therapy? Further- 
more, we should like to know what social and 
environmental factors encountered by dis- 
charged patients are related to relapse or suc- 
cessful readjustment. Follow-up studies of pa- 
tients discharged from tuberculosis sanatoria 
have proved very profitable in our understand- 
ing of that disease (77,12). There is no reason 
to suppose that such studies would be less valu- 
able in the study of mental illness. If really 
accurate data are obtained on discharged men- 
tal patients, it may be possible to work out 
“discharge prediction” techniques, weighting 
significant factors in the patient’s life history, 
diagnosis, clinical course in hospital, degree of 
improvement, and expected family and com- 
munity environment. Furthermore, better un- 
derstanding of relapse factors would greatly aid 
the development of rehabilitation programs for 
patients, while they are still in the hospital 
and later when they have returned to the 
community. 

Some highly encouraging steps taken re- 
cently should give us much better hospital data. 
The National Institute of Mental Health now 
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takes an annual census of patients in mental 
hospitals. This work was formerly done by 
the Bureau of the Census. It has long been 
recognized that the facts obtained through this 
census should be expanded to include addi- 
tional important data. In February 1951, rep- 
resentatives of 11 State hospital systems met 
in Washington to discuss how better and more 
useful material could be obtained. These State 
systems, caring for 55 percent of hospitalized 
mental patients in the United States, decided to 
establish a model reporting area which would 
furnish comparable data on patients under their 
care. It is anticipated that, as the usefulness 
of improved reporting becomes apparent, other 
States will want to improve their reporting 
and methods of analyzing data to the point 
where they, too, will be able to enter the model 
area. It will be several years before the re- 
sults of this effort will bear fruit but, eventu- 
ally, it should give us a useful body of raw 
material for profitable research. In addition, 
these facts should prove highly useful to hospi- 
tal administrators in developing and evaluating 
their programs. 


Summary 


Our basic knowledge of the distribution of 
mental illness in the population has distinct 
limitations. But this is understandable. It is 
only recently that there has been widespread 
acceptance of mental health as a sphere of pub- 
lic health and of the fact that an attack on 
mental illness must reach beyond more serious 
hospitalized cases to those persons in the com- 
munity with psychoneuroses and behavior dis- 
orders that cause untold suffering and economic 
loss. Because of the complexity of the prob- 
lem, effective research on the community aspects 
of mental illness must be interdisciplinary, com- 
bining the skills and knowledge of the psychi- 
atrist, psychologist, social scientist, public 
health physician and nurse, psychiatric social 
worker, epidemiologist, and statistician. The 
fact that at least five projects are currently go- 
ing on in which a team approach is being used 
is more than encouraging. We can be sure that 
progress is being made. Not only should the 






projects give us better methods for counting 
cases; they should also, through their findings, 
show the way to better service and education 
programs. Thus can the emphasis in psychia- 
try’s function be changed from treatment to 
prevention—the emphasis in its location, from 
the mental hospital to the community. 
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Reports to 50th Conference of the 
State and Territorial Health Authorities 


State of the Nation's 
Health Services 


By Leonard A. Scheele, M. D. 


Surgeon General, Public Health Service 


As public health administrators, we are increasingly aware of 
the impact of the Nation’s mobilization effort upon our own 


jobs. 


We must be alert to the possibility of enemy attack— 


hence we must devote time and energy to the planning and devel- 
opment of emergency health and medical services for civil de- 


fense. 
into military service. 


Younger members of public health staffs are being drawn 
We are called upon to release at least a 


small portion of our personnel to international health programs. 
At the same time, the impact of military and industrial expan- 
sion for defense is adding to our problems of civilian health. 
The needed build-up of community health and hospital facilities 
may be delayed by shortages of materials, supplies, and 


personnel. 


Our health agencies—Federal, 
State, and local—are struggling with 
all these problems in an inflationary 
period. While costs are rising, we 
are having to operate on somewhat 
static budgets. In most cases, in- 
creases have been slight. No one 
has yet found a way to make 50 cents 
do a dollar’s worth of work. Even 
to hold the line at our present level 
of services, health programs must 
have budget increases commensurate 
with increased costs. And to meet 
the new responsibilities which face 
all of us, we must have even larger 
increases in funds. 

Our official health agencies are not 
in a good competitive position to re- 
cruit and hold the qualified person- 
nel we require. In the light of the 
changing economic situation, ade- 
quacy of pay and attractive condi- 
tions of employment are of para- 
mount importance. The authoriza- 
tion of salary increases is not 
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enough; appropriations must be 
made to pay for these increases so 
that the scope of services will not 
have to be curtailed in order to meet 
the necessary higher rates. 

Maximum utilization of employees’ 
skills by appropriate placement, 
training, up-grading, and construc- 
tive supervision is a must during the 
coming year. The increased use of 
administrative, technical, and sub- 
professional personnel for tasks that 
do not require full professional train- 
ing is one means of meeting the 
shortages. More effective personnel 
management alone will not meet the 
basic need for a real increase in the 
supply of trained persons. How- 
ever, it should at least free profes- 
sional staffs for tasks which only 
they can perform. 

Another dilemma of the health 
agencies is that graduates from ba- 
sic professional schools do not come 
to us prepared for public health 





By law, the Surgeon Gen- 
eral is required to convene an- 
nually “a conference of the 
health authorities of the sev- 
eral States.” The fiftieth con- 
ference met in Washington the 
last week of November 1951. 
In attendance were the State 
and Territorial health oficers 
and the State mental health 
and hospital survey and con- 
struction authorities. 

An important purpose of the 
annual conference is to per- 
mit the State health authori- 
ties to be brought up to date 
on important national devel- 
opments in the public health 
fields. 
sponsored jointly by the Public 
Health Service and the Chil- 
dren’s Bureau—were devoted 
to this purpose. 

The _ fiftieth 
heard from Dr. Scheele on the 
state of the Nation’s health 
services, and from Mr. Staats 
on the dollars and cents of 
health. Dr. Eliot spoke of the 
children, Mr. Ewing of the 
aged. Drs. Jones and Potts 
considered the heart, Dr. 
Knutson the teeth. The im- 
pact of defense mobilization 
was considered by Dr. Moun- 
tin, Mr. Pond, and Miss Ar- 
nold,. And the implications of 
malaria infections among serv- 
icemen returning from Korea 
were reviewed by Drs. Myers, 
Andrews, and Coatney. 

Public Health Reports here 
presents several of these pa- 
pers in shortened form, and 
news-type sum- 


Two general sessions 


conference 


others as 


maries. 








work. We are not only unable to 
attract enough recruits, but the per- 
sonnel we employ usually must be 
oriented to their jobs and frequently 
given specialized training in pre- 
ventive medicine and public health 
methods before they are fully use- 
ful. 

The problems of training cannot 
be solved by the professional schools 
alone. All of us—Federal, State, 
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and local agencies—have a responsi- 
bility within our own organizations 
to develop good training programs 
if we are to have health manpower 
with the kinds of skill and experi- 
ence our programs require. 


Partnership and Morale 


The Public Health Service and the 
State and local health departments 
have a long history of partnership. 
With the advent of grant-in-aid pro- 
grams in 1935, we began to create 
and perfect a kind of teamwork—a 
mechanism, if you will—that really 
works. Much more is involved in 
this relationship than money—much 
more th:n the transfer of Federal 
funds to State treasuries—much 
more than the increasingly compli- 
cated administrative procedures. 
These business problems plague us 
all, but as custodians of public funds 
and public trust, we must accept 
them. 

What is involved is a way of work- 
ing together as technical experts for 
the solution of public health prob- 
lems which affect the entire popula- 
tion. I am bold to say that the peo- 
ple of the United States would lose 
more in health protection if the 
teamwork of national, State, and lo- 
and _offi- 
-were disrupted, than if all the 
Federal health grants were wiped 


cal agencies—voluntary 
cial 


out tomorrow. 

And yet there comes the suggestion 
that the States can go it alone in 
public health work. That 
or less need—for Federal 

and cooperation; that 
much Federal action. 
The complaints are familiar to all 
of you. 

The objective of the Public Health 
Service is, and will be, to increase 
the self-reliance of State and local 
If our policies and 
that 
objective, if any member of our staff 
forgets it, the channels are 
open to bring the facts to our atten- 
tion. 

I cannot, however, visualize our 
Federal, State, and local health 
agencies getting their respective jobs 
done effectively without each other’s 
help. It is to the advantage of all 
of us—and more important, to the 
health of the American people—that 


there is 
no need 
assistance 


there is too 


health agencies. 


procedures seem to disregard 


wide 
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we maintain our working relation- 
ships. 

The winds of conflicting opinion 
are high these days. Differences 
may be political or professional or 
both. If public health people are to 
discharge the public trust invested 
in them, they cannot afford to bend 
before every partisan blast. 

Public health has won and held its 
place in our democratic society by 
its single-minded devotion to the 
public interest. I regret to say that 
some of us occasionally yield to the 
temptations put forth by various 
groups, in the hope of winning a tem- 
porary or a personal advantage. In 
so doing, they are destroying the 
cause for which they and all the rest 
of us are working. 

This is the time of all times when 
each and every one of us must stand 
firm for the principles and concepts 
of public health. More than ever, 
public health workers and the prac- 
titioners of medicine can and should 
work side by side with common un- 
derstanding and purpose. Let it be 
said of us that “after the whirlwind, 
the still small voice’’—the public in- 
terest—has informed and guided our 
every action. 


Adjusting Programs to Needs 


The Nation’s public health organi- 
zation is in a period of adjusting pro- 
grams to needs. Everything seems 
to be coming at health agencies at 
With one hand, we try to keep 
up with scientific and technological 
advances in our traditional pro- 
grams. With the other, we try to 
cope with the new problems: health 


onee, 


of the aging, chronic disease control, 
mental health 

We are in process 
individualized 
that has 


rehabilitation, serv- 
ices, and so on. 
of engrafting more 
into a program 
been broadly impersonal. 


services 


In some areas, we have developed 
a complementary relationship with 
the medical profession which makes 
it possible for the health agency and 
the private practitioner to carry out 
their respective functions with little 
difficulty or friction. If a case of 
diphtheria occurs, for example, the 
reports it to the health 
department; the department takes 
a culture for diagnosis and if need 
be provides at public expense the 


physician 









antitoxin for the patient and toxoid 
for susceptible contacts. The physi- 
cian proceeds to treat his patient, 
and the health department follows 
up with another culture before the 
patient is discharged. In the 
meantime, the department will have 
conducted an epidemiological in- 


vestigation and taken action to 
prevent spread of the _ disease. 


Everyone has known what to do, 
what to expect, and what the ob- 
jectives are. 

At the present time, we do not 
have as fully developed a comple- 
mentary relationship with the medi- 
cal profession in our programs for 
heart disease control, cancer, and 
mental illness. Yet such a relation- 
ship can be developed—and should 
be. 


Emergency Resources 


The Public Health Service has 
been working closely with the 
Health Resources Advisory Com- 


mittee of the Office of Defense Mo- 
bilization—commonly known as the 
Rusk Committee. We not only have 
assigned personnel to the committee 
on a full-time basis, but have under- 
taken several studies for them to 
provide the factual bases of plan- 
ning and programing. 

One such study of vacancies in 
State and local health agencies has 
pointed up the fact that the num- 
bers of vacant budgeted positions 
do not provide a full expression of 
total needs. On the basis of rec- 
ommended minimum § staffing re- 
quirements for local health depart- 
ments operating a limited program, 
it appears that there are wide dis- 
crepancies between vacant positions 
and actual needs. In our 
II, V, and IX, for example, the 
number of additional public health 
times 


regions 


physicians needed is 3% 
greater than the number of vacan- 
cies. If all local health depart- 
ments were brought up to the mini- 
mum standard of 1 public health 
nurse per 5,000 population, 
than 10 times as many additional 
nurses would be needed as are indi- 
cated by vacancies. The _ corre- 
sponding figure for sanitation per- 
sonnel is 3%. 

The future of public health in a 
long-term mobilization period de- 


more 
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pends very heavily on our estimates 
of need for personnel. If we base 
such estimates on a narrow view 
of our responsibilities, our chances 
of maintaining adequate health 
manpower will be lessened. The 
Public Health Service has recom- 
mended to the Rusk Committee that 
some detailed field studies be made 
for the purpose of re-evaluating the 
standards now generally in_ use. 
Such studies should provide data 
upon which to base realistic esti- 
mates of need. 

The Rusk Committee has recently 
appointed a committee to coordinate 
the National Blood Program—an- 
other field in which health agencies 
are vitally concerned. The com- 
mittee is headed by Dr. G. D. Cum- 
mings, director, division of labora- 
tories, Michigan Department of 
Health, and includes representa- 
tives of the Department of Defense, 
the American National Red Cross, 
the Public Health Service, and the 
Federal Civil Defense Administra- 
tion. A small group of specialists 
in this field will advise on the pro- 
curement, allocation, and use of 
blood and blood derivatives, basic 
research and clinical testing of blood 
derivatives and extenders, establish- 
ment of standards, storage, reserve, 
and transportation. 

The research and development pro- 
gram now operating in and through 
the National Institutes of Health 
will help to solve some of the basic 
problems which hamper the preser- 
vation of blood and the production 
of blood extenders. We operate on 
a very limited budget, however, and 
there are only a few research teams 
in the country sufficiently well 
trained to evaluate the effectiveness 
of the methods employed to pre- 
serve blood. Hence, progress may 
be slow. An immediate need is for 
the States to come forward and do 
their share with the Federal and 
voluntary agencies in the establish- 
ment and maintenance of standards 
for the Nation’s blood banks. 

The development of sound medi- 
eal and public health services which 
an be called upon with assurance 
for civil defense is of the utmost im- 
portance. Certain requirements of 
civil defense depend primarily on 
basic public health functions which 
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must be developed, improved, and 
expanded—regardless of whether we 
avert war, or whether we must meet 
it head on next week, or in 2 years 
or 10 years. 


Public Health in Civil Defense 


An active, well-planned epidemic 
intelligence service is one of these 
first requirements. To achieve an 
adequate epidemic intelligence serv- 
ice, we need a more efficient na- 
tion-wide system of morbidity re- 
porting, a network of laboratories to 
collaborate in microbiological re- 
search and detection of infectious 
agents, and a field service to assist 
in the practical control of epidemics 
or outbreaks of unusual diseases. 

Special conferences and discus- 
sions have been held during the year 
on the new plan for morbidity re- 
porting. The plan goes into opera- 
tion on January 1, 1952. 

A coordinated regional laboratory 
and epidemic intelligence service has 
been developed by the National In- 
stitutes of Health and the Bureau 
of State Services during the year. 
If the regional laboratory and epi- 
demic intelligence service are to be 
of maximum use, especially in emer- 
gencies, the State health departments 
and the Public Health Service staffs 
will have to develop close coordina- 
tion and effective teamwork. I hope 
that this program will be function- 
ing at peak efficiency by the close 
of the current fiscal year. 


Civilian Health Requirements 


Still another field of major im- 
portance is the strengthening of our 
Nation’s health and hospital facili- 
ties. The Public Health Service is 
claimant before the Defense Produc- 
tion Administration for all health 
supplies and equipment and for con- 
struction of all hospitals, excluding 
military and veterans’ facilities. 
The problem in civilian health re- 
quirements of most immediate con- 
cern relates to the allocation of con- 
trolled materials for the construction 
of hospitals and health facilities. In 
the area of health supplies, we are 
in a somewhat better position at the 
moment. Under the Controlled Ma- 
terials Plan, the Defense Production 
Administration receives requests 
from all the claimant agencies, on 


a quarterly basis, and then proceeds 
to allocate to them quantities of 
steel, copper, and aluminum to be 
used in their respective fields. 

The task which confronts the Pub- 
lic Health Service is to determine 
priorities for the allocation of a lim- 
ited supply of materials to hundreds 
of construction projects. Here we 
turn to the State health and hospital 
agencies for assistance. We are de- 
pending upon you to assist the proj- 
ect sponsors in preparing their re- 
quests and to furnish them consulta- 
tion on the conservation of critical 
materials. Then, we would like to 
have you collect and analyze -data 
concerning the requests for con- 
struction, appraise the projects with 
reference to their potential contri- 
bution to health and medical care 
needs in relation to the defense ef- 
fort, and make recommendations to 
the Service regarding the essential- 
ity of the projects. Only on the 
basis of such first-hand information 
and judgment can the Public Health 
Service carry out an equitable deter- 
mination of priorities for scarce 
materials. 


Facilities and Services 


Perhaps no other recent event is 
of such immediate interest to health 
agencies as the approval, on Sep 
tember 1, of the Defense Housing 
and Community Facilities and Serv- 
ices Act of 1951 (P. L. 139, 82a 
Cong., Ist sess.). The law places 
additional—but not unfamiliar—re- 
sponsibilities on the Public Health 
Service and State health and hos- 
pital construction agencies. The 
provisions which directly concern us 
are similar to those of the Lanham 
Act of World War II. 

In the administration of this pro- 
gram, the Public Health Service will 
turn to the State agencies as we have 
in the past. We expect to use the 
services of the State sanitary engi- 
neers to the fullest extent possible. 
When and if appropriations are 
made under Public Law No. 139 for 
hospital construction, we shall turn 
to the State health and hospital 
agencies, Funds are available only 
for water and sewage treatment 
plants and interceptor sewers within 
the range of operation of the Public 
Health Service program. 
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Mobilization requires a tremen- 
dous output of the Nation’s physical, 
mental, and spiritual energies. We 
must use more fully and more effi- 
ciently the capacities of our older 
citizens and of the handicapped. 
The development of our chronic dis- 
ease control programs, occupational 
health, and rehabilitation services is 
of the utmost importance. As new 
programs related to the health and 
greater productivity of the Nation 
come into being, our Federal, State, 


Dollars and Cents of Health 





and local health agencies must be at 
the forefront—ready and willing to 
take on their share of new responsi- 
bilities in a positive way. 
America’s enormous material re- 
sources are but the product of her 
human The martialing 
of the Nation’s power against the 
threat of aggression is dependent— 
utterly dependent—upon the physi- 
cal, mental, and spiritual vigor of the 
The Nation’s health serv- 
and voluntary—were 


resources. 


people. 
ices—official 


Health and Hospital Programs 
In the Federal Budget 


By Elmer 


B. Staats 


Assistant Director, Bureau of the Budget 


In the field of public health the three levels of Government— 
local, State, and Federal—are engaged in an extensive coopera- 
tive enterprise, providing health services which contribute 
toward the common goal of better health for the individual, 


the family, and the community. 


In the scale of values of the American people, health is recog- 
nized as a basic resource, essential for immediate military secur- 


ity as well as for our longer-term economic growth, social devel- 


opment, and individual well-being. 


Since the fiscal year 1946, 


expenditures by the United States Public Health Service alone 
have expanded from a level of $118 million to an estimated level 


above $300 million for the present fiscal year of 1952. 


This 


rapid increase has occurred in a period when other imperative 
needs are straining the fiscal resources of the Nation. 


Outlines of Federal Budget 


Before discussing with you the 
current status of Federal hospital 
and heaith programs, I should like 
to indicate briefly the broad out- 
lines of the Federal budget. Of ex- 
penditures totaling approximately 
$70 billion in this fiscal year, about 
$60 billion, or 
quired solely to meet the needs of 


85 percent, are re- 


our national security programs, the 
interest on the national debt, and 
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commitments for veterans’ services 
and beneiits. This means that for 
the current fiscal year, only about 
$10 billion is included to finance most 
of the domestic or civilian activities 
of the Government, and even within 
this segment of the budget, less than 
two-thirds is subject to reallocation 
or reduction through the normal 
budgetary process. Much of it 
for meeting such rela- 


is 
committed 


tively fixed and predetermined obli- 
Government 


gations of the as the 








created and are maintained to con- 
tribute to the vigor of each individ- 
ual. A narrower view of our goal 
and our mission will only lead to 
failure in the hour of crisis. Our 
long-standing alliance for the health 
of the American people leads me to 
believe that our organizations to- 
gether will take the leadership in 
the efficient operation of programs 
that seem difficult to groups less 
skilled in the ways of public health 
and teamwork. 





contributions to retirement funds 
for railroad workers and Govern- 
ment employees, the recurrent postal 
deficit, and subsidies merchant 
shipping. This part of the budget 
provides also for practically all 
the $2.7 billion of grants to State 
and local governments under exist- 
Moreover, this $10 
pro- 
items 


to 


laws. 
for 
includes 

have direct 

to the 


ing 
billion 
grams 
which 
lationships 
including defense power 
internal security, and _ protection 
of harbors and ports. Yet, para- 
doxically enough, this is the area 
against which the charges of “big 
Government” frequently 
hurled. This is generally the area 
where those who would balance the 
budget usually direct their attention. 


civilian domestic 
numerous 
and obvious re- 
defense’ effort, 
projects, 


are most 


Postwar Problems 

We emerged from World War II 
with a relatively large military pro- 
gram and new international respon- 
sibilities, both designed to preserve 
our national security in the uncer- 
tain world. We emerged 
with a more 
greater, costing us 
billion annually in interest 
We emerged with 15 million 
veterans, many needing hospitaliza- 
tion and eligible for readjustment 
training and benefits. 
These and enlarged responsi- 
bilities created a large hard 
for the Federal budget—four 
times greater than it had been a 
decade before. 

We emerged also from a period 
during which our domestic programs 
had been virtually closed down. Our 


postwar 
debt six times 


more than $5 


than 


alone. 
new 


education 
new 
new 
core 


economy had been expanding, science 
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and technology had made tremen- 
dous strides, and our population had 
grown, but during these years we 
had been building up an_ ever- 
increasing backlog of needs—needs 
for more housing, for improved 
highways, for increased medical re- 
search and training, for new natural 
resource developments, for more ade- 
quate measures of social welfare and 
security. 

One of the great problems facing 
the Federal Government during the 
postwar years has been the achieve- 
ment of a balanced domestic program 
within the limited number of avail- 
able dollars. 

Furthermore, that problem has 
been immeasurably heightened, not 
lessened, since the outbreak of the 
Korean conflict and the immediate 
steps taken to expand our armed 
forces and our mobilization base. 
In July 1950, the President took 
steps to curtail, defer, or redirect 
the nondefense programs in the 
budget by calling upon all executive 
agencies to defer or curtail public 
works construction, to reduce credit 
activities, and to restrict Govern- 
ment purchasing. The Congress 
also, in the General Appropriation 
Bill for 1951 several months later, 
directed the Bureau of the Budget 
to reduce the appropriations voted 
in that bill by $550 million “without 
impairing the national defense.” 
Under that directive, all Federal 
programs were carefully screened, 
particularly those in the construc- 
tion field where there was particular 
competition for men, materials, and 
supplies. The Federal-aid hospital 
program was one of the programs 
Slowed down. 

Again today the outlook is not 
bright for any material easing of 
the restrictions applied to domestic 
programs. The momentum of the 
defense program authorized during 
the last two sessions of Congress is 
only now beginning to exert its full 
mpact on budget expenditures. 
Korea the Congress has 
iuthorized appropriations totaling 
more than $170 billion. By the end 
ot this fiscal year only some $100 
billion of that total will have been 


since 


spent. That means that we will en- 
ter the fiscal year 1953, next July 1, 


with billions of dollars of goods on 
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Where the Money Will Go in 1952 
10 


Bilhons of Dollars 


20 30 40 
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Military Services 


General Government 


Education, Labor, Housing 


Total Budget Expenditures 














Fiscal Year Billions 
INTEREST 
WEE En. S78 VETERANS 77 cere INTERNATIONAL 
1951 Ess. 47.2 omen ee » 
1950 40.1 17%, fal Bs 
1949 40.0 EORMILITARY SERVICES 
1948 33.8 a 
1945 98.7 


order for which expenditures will 
be made in 1953 and later. These 
expenditures, together with those for 
pay and maintenance of our men in 
uniform, will cause direct defense 
and other national security expendi- 
tures to rise to a substantially higher 
level in the fiscal year 1953. Thus, 
even if we merely maintain our do- 
mestic expenditures at the same level 
in 1953 as in 1952, the total of Fed- 
eral budget expenditures will exceed 
$80 billion. Even after allowing for 
the higher receipts arising from the 
Revenue Act of 1951 and a higher 
level of economic activity in the 





1952 BUDGET 


Based on proposals of the President. 


months ahead, we face a sizable and 
sobering deficit for 1953 and perhaps 
even beyond. 

In referring to the limited funds 
available for civilian or domestic 
programs in the budget, I do not 
mean to imply that there is any fixed 
or arbitrary total available for these 
programs from year to year. Noth- 
ing could be further from the truth 
Each individual program must be 
weighed and compared with a multi- 
tude of cther programs in terms of 
its potential importance to the Na- 
tion as well as its short-run contri- 
bution to defense needs and essen- 
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tial civilian requirements. In our 
rapidly expanding defense economy, 
the Government’s jobs of providing 
postal service, operating the Federal 
airways, patrolling the borders, or 
collecting taxes and customs get big- 
ger, not smaller. In other fields, the 
Government's efforts must be redi- 
rected so that housing, the protec- 
tion of health, and the operation of 
schools are particularly assured in 
critical defense areas. The utmost 
selectivity is required to keep the 
budget total within reasonable 
bounds. 


Health and Hospitals 


I should like now to indicate some- 
thing of the range and financial im- 
portance of Federal activities in your 
field of special interest. 

Taking the budget as a whole— 
military, veterans, and all the rest 
—we find that in the current year 
the Federal Government is spending 
more than $1.75 billion on health and 
hospital programs. That is, more 
than $1.75 billion of this year’s $70 
billion is for health and hospital pur- 
poses. Most of this is for directly 
operated Federal programs, and par- 
ticularly for such special groups as 
veterans and the military services. 
Veterans, of course, are predominant 
in these Federal totals. 

Although only a rough estimate is 
available for State and local govern- 
ments, the Federal total appears to 
be a substantially greater sum than 
is spent by all the State and local 
governments on health and hospital 
programs, including mental care. 

Through its own hospitals and out- 
patient clinics, the Federal Govern- 
ment provides medical services and 
hospital care that are available in 
some measure to more than 25 mil- 
lion people. Included in this eligible 
group are the 18.5 million war vet- 
erans; the 3.5 million officers and 
enlisted personnel of the Army, 
Navy, and Air Force, and certain 
of their dependents; 400,000 Ameri- 
can Indians and the Eskimos and 
other natives of Alaska; some 2 mil- 
lion civilian Federal employees, in 
the event of injury or illness in line 
of duty; 100,000 American merchant 
seamen; 30,000 Coast Guardsmen 


and their dependents; 50,000 civil- 
ians in the Panama Canal Zone; and 
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nearly 20,000 persons in Federal in- 
stitutions. 

Some of these hospital and medi- 
‘al services are purchased from local 
and private contractors or from pro- 
fessional people. A much larger 
proportion of the services is pro- 
vided, however, by Government 
personnel in Federal facilities. In 
fact, the Federal Government op- 
erates nearly 20 percent of all the 
hospital beds in the United States. 
Through the Veterans Administra- 
tion, the military departments, the 
Public Health Service, and the In- 
dian the Federal Govern- 
ment operates in the continental 
United States more than 500 hos- 
pitais with a total capacity of 220,000 
In addition, the Armed Forces 


Service, 


beds. 


maintains many hospitals overseas. , 


Cooperative Health Programs 


The Federal Government makes 
its contribution toward the health 
work of the States by means of dem- 
onstrations, educational programs, 
technical help, and both pure and 
applied research, but more largely 
through financial assistance. This 
financial assistance takes the form of 
grants-in-aid to State health authori- 
ties; research grants not only to 
public institutions but also to non- 
profit private institutions and to in- 
dividual scientists; and training 
grants to individuals. 

At present, the Federal Govern- 
ment makes numerous grants to 
State and local governments for vari- 
ous kinds of governmental activities, 
amounting for all purposes to about 
$2.7 billion a year. Public assist- 
ance and highways take more than 
60 percent of the grants, and the re- 
mainder is distributed under 44 sep- 
arate grant programs. There are 10 
separate grant programs directly in 
the field of health, including not only 
the hospital survey and construction 
program, on which Federal expendi- 
tures in the current fiscal year may 
exceed $150 million, and the general 
health grants to States, amounting 
this year to $14 million, but also five 
programs directed to specified cate- 
gories of disease—venereal disease, 
tuberculosis, heart disease, cancer, 
and mental illness. Other grants 
are provided for maternal and child 
welfare (administered by the Chil- 











dren’s Bureau), disease and sanita- 
tion control in Alaska, and water 
pollution control. For the current 
fiscal year, grant expenditures under 
the 10 health programs are estimated 
at $233 million. 

Closely related to these health 
grant programs are selected phases 
of some other Federal grant pro- 
grams, such as civil defense contri- 
butions of medical supplies and 
equipment to State and local govern- 
ments and direct Federal expendi- 
tures for procuring and stockpiling 
additional medical supplies and 
equipment. Another defense-related 
grant program in the health field was 
authorized at the last session of Con- 
gress for the provision of community 
facilities and services in critical de- 
fense housing areas. An appropria- 
tion of $4 million was voted to cover, 
during the fiscal year 1952, the func- 
tions and duties of the Public Health 
Service with respect to health, refuse 
disposal, sewage treatment, and 
water purification, as well as other 
functions of the Federal Security 


Agency in these critical defense 
areas. 
The vocational rehabilitation, 


school lunch, and public assistance 
grant programs also have health and 
medical aspects, but I have not in- 
cluded these programs among health 
grants. 


The Role of Federal Grants 


Without entering into an evalua- 
tion of each of the 10 health grants, 
several general observations may be 
made about Federal grants-in-aid 
generally which might point the way 
toward basic improvements of Fed- 
eral policy for the health grants. 

The role of the grant-in-aid in our 
governmental system is often mis- 
understood. The grant is often de- 
scribed as an instrument of centrali- 
zation. Actually, it is a partnership 
arrangement. In fields where it is 
practicable, the Federal grant stands 
midway between direct Federal op- 
eration with complete Federal financ- 
ing of a service at one extreme, and 
complete State (or State and local) 
financing and operation at the other. 
As a cooperative device, the grant 
helps to preserve the vitality of our 
Federal system of Government. 

Inequalities are bound to occur 
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between the needs of the people of a 
State or local community for gov- 
ernmental services, on the one hand, 
and the ability of that area to finance 
those services from locally available 
taxes, on the other. Some States 
can support a high standard of pub- 
lic service with a low tax rate; oth- 
ers have to skimp on services de- 
spite high tax rates. 

The Federal grant-in-aid helps to 
reduce somewhat these interstate in- 
equalities. The basis and the justi- 
fication for a Federal grant is that 
there is a national interest in the 
services being financed. In contrast, 
a complete separation and sharp di- 
vision of tax sources and functions 
between the Federal and the State 


governments, such as is occasionally 


proposed, would constitute, in effect, 
a denial of any national interest in 
the services to be rendered by the 
States. In the field of health and 
in such other fields as highways, 
public assistance, and education, the 
existence of that national interest 
cannot be denied. The need, there- 
fore, is for policy in the use of 
grants-in-aid which will give proper 
recognition to the appropriate con- 
tributions of the Federal and the 
State levels of government. 

To serve national objectives effec- 
tively at reasonable cost, each grant 
needs te be so distributed that the 
share for each State will reflect its 
need for the particular service and 
also its capacity to finance the mini- 
mum level of service from its own 
taxable resources. 

At the same time that the Federal 
crant provides national assistance in 
financing a service, it leaves to State 
or local governments actual admin- 
istration of the program. Thus the 
State has—or should have—a sub- 
stantial measure of discretion in 
adapting the program to local needs 
and customs. The States do, of 
course, operate within a framework 
of broad national policies for the 
srant program. But within these 
policies the States decide how far to 

With a particular program, and 
they determine the day-to-day con- 
tent and quality of the operations. 

Grant-in-aid programs have some- 
times been too narrowly defined; 
‘hat is, their content and direction 
in some cases have been too precisely 
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and specifically set forth in Federal 
law or regulation. When federally 
aided programs are defined too nar- 
rowly, the State may have no direct 
incentive to economy and efficiency 
in the use of Federal money, since 
any savings it makes on the aided 
program ordinarily are not avail- 
able for other use by the State. 

This problem of overly narrow 
grant categories is particularly pres- 
ent in the field of health. It creates 
difficulties in budgeting, but even 
more important, it may hamper flex- 
ible and efficient administration by 
State and local officials. At the out- 
set, a narrow definition of purpose 
may be adopted because a particular 
disease is the subject of special pub- 
lic concern or because of a wide- 
spread belief that a concerted, dra- 
matic, Nation-wide effort on a co- 
operative basis may conquer the 
disease. But laws and programs 
tend to stay on the books and con- 
tinue in operation even after needs 
have changed. The use of broad 
categories instead of narrow, selec- 
tive ones permits the redirection of 
money and effort as needs change. 
Particularly, it permits individual 
States and communities to adjust 
their current programs to new con- 
ditions, including the possibility that 
a successful attack on a particular 
disease may actually reduce the need 
for the specific categorical grant in 
varying degrees in different areas. 

New health problems created by 
the defense effort especially point up 
the desirability of flexible budgeting 
and programing for health services. 
It may be that limitations contained 
in some Federal grant statutes are 
interfering with that reorientation 
of activities which will assure high- 
est priority to the needs of the de- 
fense effort. 

These considerations raise the 
question whether it might be timely 
to undertake a complete and sys- 
tematic review of all the Federal 
grants for promoting health, recon- 
sidering the scope or subject matter 
of each program, and the conditions 
attached to the grant. Possibly the 
grant-in-aid system for health would 
be more effective and economical if 
certain basic changes were made— 
for example, (1) if existing piece- 
meal programs were consolidated 


into broader programs, (2) if the 
grants could be somewhat more defi- 
nitely related to the fiscal resources 
of the States, as well as to the States’ 
needs for the services, and (3) if the 
minimum service standards or ob- 
jectives could somehow be expressed 
in terms of results achieved rather 
than in terms of dollars spent. 

In such a review, the health grants 
might well be re-evaluated in terms 
of their specific objectives. At the 
same time, they should be appraised 
one against another and each against 
all the programs and commitments 
of the Federal Government, with the 
aim of determining whether the 
amounts devoted by the Federal Gov- 
ernment to the several grant pro- 
grams are at least roughly propor- 
tionate to the national interest in 
each of these programs. Although 
we endeavor in the normal processes 
of budgetary review to promote a 
better balance among programs, a 
thoroughgoing realinement would 
require legislative action. 

Finally, it might be productive if 
the administrative arrangements for 
the Federal grants were reviewed 
with the objective of attaining more 
uniformity and simplicity, more ade- 
quate safeguards for the Federal 
Government, and more definite State- 
local responsibility for operations 
and for adaptations of each program 
to special situations. At present, 
some Federal laws in the general 
field of grants-in-aid permit or even 
require an unnecessary amount of 
Federal interference in State opera- 
tions, while others are so restrictive 
that Federal officials have no dis- 
cretion. I have not examined the 
health grants closely enough to know 
whether they now exhibit such varia- 
tions. But, in general, it can be 
suggested as a good principle that 
the Federal administrator should 
have enough authority to make sure 
that the national interests are pro- 
tected, but not so much authority 
that coercion is substituted for co- 
operation. 

Uniformity among Federal grant 
programs is by no means an end in 
itself, since the purposes of the 
grants and the conditions under 
which they must apply are them- 
selves varied. But sometimes there 
are procedural variations between 
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Where the Money Will Go in 1952 
500 





Federal Budget for Social Security, Welfare, and Health, 1952 


Millions of Dollars 


1000 1$00 





380 


Promotion of Public Health 


106 


Crime Control and Correction 


School Lunch Program 


108 


All Other 


Public Assistance (Payments to States to aid the needy) 


1,302 









Railroad Retirement—Payments to Trust Account 


Total Expenditures SOCIAL SECURITY, WELFARE, AND HEALTH 


Fiscal Year Millions 9% of Budget 
1952 Ess. $2,625 3.7 

1951 Ess. 2,520 5.3 

1950 2,213 5.5 

1949 1,907 4.8 

1948 1,869 5.5 

1945 1,046 1.0 

laws which entail extra cost and 


introduce complexities without serv- 
ing major purposes. If such differ- 
ences exist in the health grants, they 


might well be identified and cor- 
rected as one result of a compre- 
hensive review. 


The kind of review I am suggest- 
ing would look toward the long-run 
improvement of the entire Federal 
program in the field of health grants. 
Its principal therefore, 
would presumably be reflected in leg- 
islation and administration, but the 
conclusions of any such study would 
have a direct bearing also upon the 


results, 
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PERCENT OF 1952 BUDGET 


Based on proposals of the President. 


programing and budgeting of health 
activities, both for the long run and 
from year to year. 


Budgetary Outlook 


I indicated earlier that I would 
try to comment on the implications 
of our present budgetary outlook for 
Federal health and hospital pro- 
grams in 1953. The general objec- 
tive which guides our current re- 
view of budget requests for 1952 is 
that the over-all size of the budget— 
which means the aggregate use of 
goods and services by the Govern- 
ment—shall be held to the minimum 





level that will assure adequate na- 
tional defense, an expanding volume 
of essential production, and a strong 
and stable economic system for the 


Nation. The detailed recommenda- 
tions in the 1953 budget, to be trans- 
mitted to Congress in January 1952, 
have to be grounded on this 
basic purpose. 

To make the general policy effec- 


will 


tive, certain specific rules have been 
spelled out. For example, new civil 
public works construction projects 
will be recommended only if they 
contribute to meeting defense needs. 
Similarly, other new activities will 
be restricted to which con- 
tribute directly to defense or toward 
sustaining a continued defense econ- 
omy and military effort. Moreover, 
all existing programs are being re- 
examined in the light of the un- 
precedentedly heavy peacetime de- 
mands of national defense and 
international security. The broad 
implications for public health pro- 
grams may be summarized in this 
way: 

Virst, the 
health programs of the Federal Goy- 
will be limited to 
directly to national 


those 


expansion of basic 


ernment those 
contributing 
defense. 
Second, the States should continue 
their efforts to reorient health pro- 
from the 
governmental 


grams to needs arising 
emergency. In our 
system, public health is basically a 
State and local responsibility, and 
it is through the State and 
health services, whether assisted by 
Federal funds or not, that the Na- 
tion will have to meet the challenges 
created by the defense emergency. 

Third, it seems inevitable that the 
continued growth and development 
of health services that might have 
been possible under more favorable 
conditions will be slowed down con- 
siderably. This is one of the many 
serious losses that we have to sustain 
in these troubled times. 


local 


Need for Program Review 


The last decade has witnessed a 
great expansion not only in the di- 
rect Federal programs serving spe- 
cific groups, but also in the coopera- 
tive Federal-State programs in the 
field of health. At this time, we need 
to re-evaluate the whole range of 
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these governmental health programs, 
to be sure that they are the right 
programs for today’s needs, that they 
are economically and effectively ad- 
ministered, that they add up to a 
balanced program in the local com- 
munities and States and for the Na- 
tion, and that our health services as 
a whole are in proper proportion to 
other essential services. Such a re- 
evaluation is difficult, but it is nec- 


essary. Under our system of govern- 
ment, all public programs quite prop- 
erly must undergo constant and com- 
plete reconsideration.. It is impor- 
tant that this reappraisal be based 
on informed judgment as to needs, 
objectives, and available resources. 
Above all, whether as budget mak- 
ers, professional workers in the field 
of health, public administrators and 
legislators, or just plain citizens, all 





The Children 


New Horizons for Child Health 


By Martha M. Eliot, M. D. 
Chief, Children’s Bureau 


The States have every right to be satisfied with the way the 
infant mortality rate for the Nation has been reduced from 100 


deaths per 1,000 live births in 1915 to 29 in 1950. 


To some 


nations around the world where infant mortality rates are 10 


times as high, this is a phenomenal record. 


But those of us 


who are close to the situation in this country know how much 


more we could do to reduce even this figure of 29. 


There are 


areas in our country where the rate is twice the national average. 
In 1949, this rate was 63 percent higher for nonwhite than for 


white babies. 


Babies are dying needlessly in many places, par- 


ticularly in the Southwest and Southeast. 


To save more babies, we will have 
to work on many fronts, not all of 
them strictly in the field of public 
health. The health officer and his 
staff of nurses and sanitarians will 
need the help of such special health 
and allied workers as health educa- 
tion specialists who can help in com- 
munity planning, nutritionists who 
can advise on food for both mother 
and child, medical social workers 
ind child welfare workers who are 
especially skilled in helping families 

th their social problems, teachers 
who can work health education into 
their courses wherever appropriate, 
economists and social scientists to 
iferpret the problems related to in- 
ome and cultural patterns. 

‘auses of death associated with 
remature births are stjll responsi- 
hle for a third of the infant deaths 


a) 
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occurring in the first year of life. 
In the last 20 years we have cut 
nearly in half the proportion of all 
reported deliveries ending in fetal 
death, but even now the rate of fetal 
deaths remains at about 2 percent of 
deliveries. 

Much more research is needed if 
we are to get at the causes of pre- 
mature birth and fetal death and, 
therefore, to be better able to pre- 
vent them. We already know from 
studies that mothers who have good 
diets during pregnancy have fewer 
premature deliveries than mothers 
who have poor diets. 

It is good to know that in 1950 
only 7 mothers died in childbirth 
for every 10,000 live births, com- 
pared with 58 in 1939. But we can- 
not take pride in the fact that the 
rate for nonwhite mothers is more 


of us have an interest and an obliga- 
tion in this matter. Together we 
must see to it that the preservation 
and promotion of the people’s health 
takes its proper place among our 
public objectives in this difficult 
period—this period when the atten- 
tion and energies of the Nation are 
primarily devoted to meeting the 
urgent and unavoidable demands of 
national defense. 


than three times what it is for white 
mothers. Nor is mere survival all 
that we want for mothers. Every 
mother should come through her ma- 
ternity experience with abounding 
health, both physical and emotional. 

The great reduction, since the last 
war, in the number of days that 
mothers stay in hospitals raises some 
new problems. What happens to 
mothers who go back to their house- 
work 3 or 4 days after delivery? 
This is something that needs study. 
Should we not examine our mater- 
nity facilities and see if they are as 
simple and flexible as is compatible 
with maternity care of high quality? 

Much needs to be done, too, to 
improve standards of care in ma- 
ternity and children’s hospitals. 
Hospital practices should be exam- 
ined to make sure they do not unnec- 
essarily create emotional problems 
but do contribute positively to the 
emotional as well as the physical 
health of both mother and child. 
The growing interest in rooming-in 
arrangements is one sign of an im- 
proved attitude toward the mother’s 
and the infant’s psychological needs. 

For many years one of the major 
tools of the maternal and child 
health program has been the child 
health conference. Its original pur- 
pose was, of course, to reduce infant 
mortality. Today, the work of the 
child health conference is directed 
more toward helping parents with 
normal everyday problems in the 
growth and development of their 
children. It is time we should ask 
whether the child health conference 
is still an effective tool for this pur- 
pose. Does it need revamping? 
What staffing patterns are desirable 
today? These are things that need 
study. 
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In recent years much progress has 
been made in evaluating health serv- 
ices for the child of school age, both 
the services within the school itself 
and those provided by the commu- 
nity. The new statement sponsored 
jointly by the National Council of 
Chief State School Officers and the 
Association of State and Territorial 
Health Officers on “Responsibilities 
of State Departments of Education 
and Health for School Health Serv- 
ices” will certainly help to focus at- 
tention on how these services can go 
forward. The Federal Security 
Agency Committee on Health Serv- 
ices for School-Age Children, on 
which the Public Health Service, the 
Office of Education, and the Chil- 
dren’s Bureau are represented, is 
about to issue a publication called 
“Better Health for School-Age Chil- 
dren.” It includes practical sugges- 
tions on how communities can figure 
out for which things 
most need doing. 


themselves 


Health Services for Children 


As communities give more care- 
ful and inclusive consideration to 
the problems of providing day-care 
centers for children of working 
mothers, foster family care, adop- 
tion services, institutional care, and 
services for juvenile delinquents, 
they are sure to find that health 
services and medical care are essen- 
tial to well-rounded programs in 
these fields. It is my understand- 
ing that State and local health agen- 
cies are cooperating increasingly 
with State and local education and 
welfare agencies, with State youth 
authorities, and with law enforce- 
iment agencies, such as the juvenile 
courts, on the physical and mental 
health aspects of their programs. 
But only a beginning has been made. 
In many institutions for children, in- 
cluding training schools for delin- 
quent boys or girls, health services 
are inadequately provided. In this 
connection, may I remind you that 
funds for maternal and child health 
and crippled children’s services may 
be used to other State and 
local agencies in developing adequate 
health and medical services for chil- 


assist 


dren and young people coming 
within their scope. 
Undoubtedly the Mid-Century 
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White House Conference on Chil- 
dren and Youth did much to stimu- 
late widespread consideration of the 
multi-professional approach to the 
needs of children and increased co- 
operation among public and volun- 
tary agencies. In many States 
committees on children and youth 
will continue to provide the oppor- 
tunity for such joint planning. 
State and local health agencies can 
do much to stimulate the work of 
these committees. 


Handicapped Children 

With respect to the State programs 
for care of crippled children, I be- 
lieve that you have reason to be 
gratified by recent developments. 
The improvements are of many 
kinds. All together, 215,000 chil- 
dren were cared for in 1950, an in- 
crease of 18 percent over the num- 
ber the year before. Although chil- 
dren with orthopedic conditions stiil 
make up a large proportion of the 
total number treated under the State 
programs, it is heartening to see the 
way State agencies are broadening 
their programs beyond orthopedic 
services to include care for many 
different kinds of handicapping 
conditions. 

Epileptic children are among the 
most recent to be included in 
crippled children’s programs. Serv- 
ices for these children offer a very 
good example of the importance of 
close teamwork between health serv- 
ices and the community. To develop 
better community understanding and 
to train more workers in this field, 


two States are assisting medical 
schools in providing courses for 


physicians, nurses, social workers, 
and others. As workers are trained, 
services for epileptic children can 
expand. 

Some States are doing fine things 
for children with impaired hearing. 
So much can be done for these chil- 
dren now that was never possible 
before. Already a few States are 
assisting universities to train more 
audiologists. 
majority of the 175,000 
with cerebral palsy can 


A vast 
children 


benefit enormously from skilled as- 
sistance, but so far as anyone can 
tell only a fraction are now getting 
agencies 


it. About a dozen State 





have developed comprehensive pro- 
grams for these children, usually 
geographically limited, but they in- 
clude physician’s care; physical, oc- 
cupational, and speech therapy; 
medical social services; public 
health nursing; and special teach- 
ing arrangements. Comprehensive 
programs such as these are needed 
in many other States. 

At present, 26 State health depart- 
ments and crippled children’s agen- 
cies have programs for the care of 
children with rheumatic fever. The 
fact that so many States have under- 
taken to demonstrate care shows 
how wide the interest in this is. As 
you know, it is now the policy of the 
Children’s Bureau gradually to with- 
draw from these programs the funds 
that have been especially reserved. 
However, it is hoped that States hav- 
ing these projects will carry them 
on and expand them by seeking State 
funds as well as by using some of 
their regular Federal funds. 


Regiona! Programs 


New methods of diagnosis and 
treatment are being developed on all 
sides. One such development is in 
the field of congenital heart disease. 
Not every State has the highly 
trained surgical and pediatric spe- 
cialists needed to give care to chil- 
dren with this condition. So that 
States without facilities can refer 
their children to an outstanding cen- 
ter nearby, a regional program has 
been developed. Connecticut has set 
up the machinery for the first of such 
regional programs. California will 
probably be next. When the nation- 
wide planning is complete there 
should be five or six such regional 
programs strategically placed so that 
children with congenital heart dis- 
ease in every State in the Union may 
have access to specialized diagnosis 
and surgery. 

This device of pooling resources On 
a regional basis has large promise, 
too, for the care of children with 
other types of handicaps which call 
for highly skilled treatment, such as 
cleft lip and palate. It also has 
great significance for other types of 
regional planning: for example, the 
establishment and use of education 
and training programs; the sharing 
of special consultants; and the use 
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of special diagnostic and treatment 
facilities by two or three States. 
Cutting across all phases of both 
the maternal and child health and 
crippled children’s programs is the 
question of recruiting and training 
more and better personnel. This, I 
believe, is the number one problem 
in advancing child health work. 
We need a long-range plan of work 
with universities and colleges, with 
schools of medicine, nursing, and 
social work, to recruit personnel to 
enter the child health field. Joint 
planning between undergraduate and 
graduate schools is necessary. Un- 
dergraduate curriculums should be 
developed to attract new students 
to prepare themselves for graduate 
work. Economic, racial, and sex 
barriers will have to be broken down. 
Pay and working conditions will 
have to be made more attractive. 
More funds will have to be made 
available to enable educational in- 
stitutions to strengthen their facul- 


ties with competent teachers in ma- 
ternal and child health and in the 
related fields, 

Professional schools are realizing 
the need for including instruction on 
child growth and development to 
give all types of workers with chil- 
dren the newer concepts of physical, 
mental, and social health. New re- 
cruits to the field of child health 
must be as sensitive to the emotional 
needs of children as they are to their 
physical management. 

Second only to a satisfactory pro- 
gram of recruitment and training is 
the research necessary to obtain new 
facts on which new or modified pro- 
grams can be based, and to evaluate 
the progress, quality, effectiveness, 
and cost of on-going work. Increas- 
ingly, State agencies are becoming 
interested in studying and evalu- 
ating their own programs. Within 
its resources the Children’s Bureau 
stands ready to assist and to advise 


on ways and means of making such 
evaluations. 

The strength of the Children’s 
Bureau and its greatest value lie in 
the fact that our concern is with all 
of child life and that we work across 
the board with the States on all the 
health and welfare aspects of this 
business of growing up. As long as 
I am with the Bureau I shall no 
doubt keep on reminding you that 
you can’t split up a child; that chil- 
dren with health problems also have 
social and emotional problems; that 
children who are neglected, delin- 
quent, and dependent have 
health problems. I shall probably 
keep hammering away, too, on the 
old theme that all professions werk- 
ing with children should know about 
the way normal children grow if 
they are to do a good job either with 
normal or sick children. I shall urge 
constantly close teamwork between 
all professions working with chil- 


also 


dren. 





Older Citizens 


Aging—Weakness or Strength? 


By Oscar R. Ewing 


Federal Security Administrator 


The changing age distribution of our population is emerging 


as an overriding challenge of our time. 


It is a challenge to all 


of the social sciences; certainly to public health. 
By and large, the later years do not fulfill the promises that 


we traditionally attach to them. 


In all too many instances, in- 


stead of bringing fulfillment of hopes they are barren and empty. 
In a nation still fundamentally oriented to youth, older people 
become bewildered, confused, and insecure. 

Even if the world were at peace with itself, this would present 


a major challenge. 


Against the backdrop of the greatest test 


that this country has ever had to face, it becomes a matter of 


deep national concern. 


The United States is stronger today than ever before in its 
history, but the demands upon it have increased accordingly. 
How much stronger we shall have to become to stand up to the 


trials ahead no man can say. 


This much, however, seems clear: 
Not one of us can take an easy breath 
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until every segment of our society 
is in a position to put forth its full 


quota of productive effort—and that 
includes the older members of our 
society. 
Whether our older citizens become 
the trial of 
now in, or 


a national asset in 
strength that we are 
whether they become a serious drain 
on our economy could well make the 
difference and 
failure in the times ahead. 

I should like to suggest that one 
of the most important things that 
we have to do at this point is to 
re-examine our attitudes, as a people, 
toward our older citizens. 

We have fallen into the habit of 
judging the worth of people by the 
number of birthdays they have had. 


between success 


Ultimately, I suppose, the calendar 
rules our But it play 
tricks on us, if we let it. 


lives. can 


Can Play Tricks 


This habit of looking at a person’s 
age instead of at the person is, it 
seems to me, but part of a larger 
tendency which is somehow char- 
acteristic of these days and times— 
that is, the tendency to throw every- 
thing into the discard which is old, 
simply by reason of its age, and to 


admire and respect that which is 
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new, simply by reason of its 
newness. 

That applies not only to material 
things; unfortunately, it applies to 
some extent also to people. 

I venture to say that the discard- 
ing of people who for one reason 
or another have gone out of “style” 
represents today our greatest single 
national that a 
this attitude would point the way 


toward development of our greatest 


waste; reversal of 


single idle asset. 


Revision of Attitude Needed 
We don’t have to wait for a big 
formal program to revise our atti- 


tudes toward the phenomenon of 
aging. We can start doing some- 


thing about it now. 
Let me be a little more specific. 
A good many people go into the 
discard every not through 
their own choice but through forced 


year, 
retirement—in many instances, 
years before their productive ca- 
pacities have been exhausted or even 
seriously impaired. 

They are shunted off by society 
into the valley of lost men—not be- 
cause they have nothing more to con- 
tribute to society and to their own 
but because the 
made so many revolu- 
tions around the sun since they were 


happiness Simply 


earth has 
born. 

This 
loss to society. 

A companion problem is that rep- 
resented by the uncounted numbers 
of perfectly capable men and women 
who, for one reason or another, find 
it necessary to new employ- 
ment relatively late in the period 
of life that we call the working 
years—when they are 45, say, or 
50. Many companies will not even 


alone constitutes a serious 


seek 


consider the applications of persons 
But even if the employer 
doesn't have a set rule about it, age 
Regardless of the 


45 or over. 


is a handicap. 
applicant’s real abilities, his judg- 
ment, his experience, his emotional 
his 
cloud—simply by 


stability, wisdom even, he is 


under a reason 
of having lived so long. 

In addition to these very consid- 
groups, there are the thou- 
sands upon thousands of workers— 
or would-be workers—whose capaci- 
ties have clearly been changed by 


erable 
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age but who, given the right en- 
couragement, the right guidance, the 
right tasks, the right working en- 
vironment could be productive and 
useful members of society but who, 
in the absence of these things, slip 
little by little into the discard. 

Actually, in a good many jobs older 
workers not only perform as well as 
younger, less experienced workers— 
they perform better. ... 

Finally, there are the ever-increas- 
ing numbers of older people who, 
through apparent or real disability, 
are forced to eke out the remainder 
of their days in mental institutions, 
hospitals, and nursing homes—bur- 
dens to themselves and burdens to 
society. There is a growing reali- 
zation, and significant evi- 
dence, that a good many of these 
unfortunate people can be cared for 
better—even, perhaps, less expen- 
sively—in their own homes, in foster 
homes, under the family-care plan, 
or in residence clubs. 

The large components of the older 
population that I have cited repre- 
sent but a few examples of the prob- 
lem of aging. I recognize, too, that 
they are vastly oversimplified ex- 
amples. 

I don’t suppose we have ever been 
confronted with a problem that has 
crossed so many professional bound- 
ary lines or that has so deeply in- 
volved our social and economic 
institutions. What the older mem- 
bers of our population do with their 
time is not a matter of concern to 
them alone; it is a matter of concern 


some 


to all society. 

It seems to me that the key to this 
whole situation is simply this: Let 
us make up our minds to go to work 
on this problem with what we now 
know and with the resources that we 
now have. In other words, let’s start 
from where we are. 

We need not wait until we have 
all the While 
much that we do not yet know, many 


answers. there is 
things about the phenomenon of ag- 
ing are already clear. Among other 
things, some myths about the aging 
process already have been exploded. 
We know, for instance, that older 
people can learn new things. And 
we know that while the aging proc- 
ess does impair certain of our ¢Ca- 


pacities, it can actually strengthen 
others. In short, we know enoug 

to be doing much more than we are 
now doing in this whole area, both 
as individuals and in our official ca- 
pacities. And believe me, I include 
myself in that. 


Public Health Should Lead 


. 


Certainly no program on aging, 
whether it be Federal, State, or local, 
ean be entirely successful without 
the full and active assistance and the 
leadership of the public health pro- 
fession. Yet I would hazard the 
guess that there are many significant 
activities relating to aging going on 
in your own States and your own 
communities which have not so far 
had the benefit of that counsel and 
leadership. 

I suspect that there is not a per- 
son here who in a few minutes could 
not come up with a list of several 
things that could be done within his 
present program which would con- 
tribute significantly to the better- 
ment of conditions for older people. 

Perhaps it would be nothing more 
than talking about aging and its 
problems with some of the people 
who come to see you in connection 
with other health matters, and with 
State and community leaders with 
whom your work brings you in touch. 
I hardly need to point out that a 
good many important programs have 
started just as simply as that. 

Perhaps it would be a re-examina- 
tion of the laws of your State which 
directly or indirectly affect older 
people. It goes without saying that 
not all our State laws are geared to 
the changes that are taking place 
in the age distribution of our popu- 
lation. 

Perhaps it would be the establish- 
ment of closer working relationships 
with institutions, agencies, and or- 
ganizations which have to do in one 
way or another with older people— 
infirmaries, nursing homes, adult 
education centers, community cen- 
ters, and recreation groups, to name 
a few of the more obvious ones. It 
should be pointed out in this con- 
nection that, in Public Law 734, the 
Congress has placed specific respon- 
sibility on health and welfare agen- 
cies for supervision of old-age homes, 


Public Health Reports 





nursing homes, and _ infirmaries. 
And it is worth noting also that al- 
ready in 15 States, public health au- 
thorities are working with nursing 
home operators on the establishment 
of standards for these institutions. 

Certainly, any such list ought to 
include making a little extra effort to 
keep up with the rapidly growing 
body of knowledge about older peo- 
ple themselves, their hopes and fears, 
their weaknesses and their strengths. 
This should be a must for everyone 
in the public health professions. 


Once we understand the problem 
in its true perspective, we will find 
ways to put our knowledge to work. 
If we believe that the problem of 
our older people is in part a matter 
of attitude—if we agree with Shakes- 
peare that “there is nothing, good 
or bad, but thinking makes it so”— 
then, I am sure we will be on the 
right track. 

The Nation needs its older people. 
The need for their combined 
strength, their experience, their 
judgment, their wisdom will become 





Health in Defense Impact Areas, | 


Inventory of Health Needs 


By Joseph W. Mountin, M. D. 


Chief, Bureau of State Services, Public Health Service 


The Public Health Service, during both World Wars I and II, 
assisted States and communities to meet emergency needs. This 
was done by strengthening health organizations around military 
installations, by improving facilities for the prevention and 
control of epidemics, and by giving special attention to indus- 
trial and other groups important in the war effort. 

We are now confronted with a situation similar in many re- 
spects to the period preceding World War II. In preparation 
for the special needs, the Public Health Service, a little over a 
year ago, established in the Bureau of State Services a unit 
known as the Special Projects Branch. This branch has three 
major purposes: (1) to assemble data on developments and needs 
in critical areas; (2) to act as a focal point for the collection 
and dissemination of information on defense-impact activities; 
and (3) to assist the divisions of the Public Health Service in 
carrying out their regular and special programs as they relate 





to defense work. 


Area Surveys 


Our first objective is to obtain 
basie data for critical areas and to 
devise a mechanism whereby health 
problems in these areas might be 
anticipated in advance of their devel- 
opment. Specifically, the purpose of 
the inventories is threefold: First, 
to gain a clear understanding of the 
nature and extent of the health 
problems which these communities 
will have to face when the defense 
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program swings into high gear; sec- 
ond, to evaluate the resources avail- 
able locally for dealing with the 
problems; and third, to determine 
what additional resources in the way 
of manpower, physical facilities, and 
health organization may be neces- 
sary. 

We are studying the situation in 
three types of critical areas—amili- 
tary, industrial, and target. Most 
of the areas which have been sur- 
veyed exhibit two or more of these 


smore and more urgent as time goes 


on. Itis urgent now. Each of us— 
each according to his individual 


capacities—has an obligation to him- 
self and to his country to do his part 
in this great human undertaking. 

There is not one of us here pres- 
ent—and let me emphasize again 
that I include myself in that—who 
cannot start -today—to 
do more than he is now doing to turn 
what could become a great national 
liability—our older people—into one 
of our greatest national assets. 


tomorrow 


characteristics ; they also contain in- 
terdependent population groupings. 
Beginning with a training camp, for 
example, we have surveyed not only 
the areas immediately surrounding 
the camp, but communities 
within commuting Such 
an area might have additional mili- 
tary installations, industrial plants, 
housing 


also 


distance. 


large-scale develop- 
ments. The surveys have covered 
existing facilities for health 
medical care, water supplies, sew- 
age disposal, refuse collection, hous- 
ing, hospital beds, health organiza- 


and 


and 


tion, and special health problems. 
To date, some 97 military areas 
have been studied and evaluated. 
Over half of these appear to warrant 
further from the stand- 
point of public health. More re- 
cently, over 100 industrial localities 
have been surveyed; these are now 


attention 


being evaluated. 
the have 


acute 


In general, 

(1) an 
public health personnel in 
areas; (2) lack of essential physi- 
cal facilities, 
health 
tended systems of water supply, and 
refuse and sewage disposal; (3) a 
need for improved sanitation of eat- 
(4) 
a need for safe milk supplies; and 
(5) housing facilities in many areas 


surveys 
shown: shortage of 
critical 
especially hospitals, 


centers, improved and ex 


ing and drinking establishments ; 


that present public health problems. 
In this connection, it should be noted 
that there is a growing number of 
trailer camps, especially in areas 


adjacent to military installations. 


Many of these trailer camps are sub- 
constitute a health 


standard and 


problem of some magnitude, particu- 
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larly where they are located in un- 
incorporated places. 

Two points should be stressed 
in connection with these surveys. 
First, the problems are of the same 
general type that normally confront 
health departments. However, they 
are intensified because of the lack 
of personnel to cope with them and 
because of the urgency of the need. 
Second, the critical areas are by no 
means fixed or static. Our military 
and industrial establishment is 
growing, and an area which is not 
critical today might well be an im- 
portant problem spot tomorrow. 


Some New Services 

The Public Health Service has also 
expanded existing activities relat- 
ing to defense and has developed cer- 
tain new programs. These activi- 
ties are designed primarily to aug- 
ment the services of State and local 
health departments. In the past 
year, for example, approximately 50 
venereal disease investigators were 
assigned, through the States, to areas 
where Army, Navy, and Air Force 
These in- 
inter- 


installations are located. 
vestigators are conducting 
views in the camps and follow-up 
case-finding activities in surrounding 
areas, in cooperation with the health 
departments involved. 

Our expanded epidemiological 
services are designed to help meet 
new health problems in critical areas 
and to perfect a mechanism which 
would be available immediately to 
spot and arrest epidemics, both na- 
tural and man-made. The service 
consists of at least four important 
elements: effective reporting; pro- 
vision of for 
the-ground study; laboratory diag- 
nostic and personnel to 
institute control measures. We are 
concentrating now on tightening and 
the reporting 


epidemiologists on- 


services: 


improving disease 
system, 

For example, it is most important 
that we know promptly of any unu- 
sual rise in the incidence of malaria. 
While the necessity of reactivating 
an extensive malaria control pro- 
gram is not anticipated, there has 
been some increase in this disease, 
occurring mainly among troops re- 
turning from Korea. Through ef- 
fective epidemiological intelligence 
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and through alert surveillance, the 
problem can be closely watched, and 
more vigorous control measures can 
be instituted as circumstances war- 
rant. 

In order to help State and local 
health departments investigate out- 
breaks of disease, a corps of medical 
epidemiologists is being recruited, 
intensively trained, and attached to 
Public Health Service field stations 
for immediate deployment to areas 
of need. An initial staff of some 20 
young epidemiologists in training 
has already been assigned to this 
program ; further expansion is antic- 
ipated in the future. 

The Public Health Service has 
also furnished consultation and as- 
sistance on specific health problems 
important in the defense effort. 
Among these are fly and other insect 
and rodent control measures around 
military and industrial areas, 

Mobilization and speedy industrial 
expansion often create new hazards 
to the health of industrial workers, 
especially when new substances and 
materials are used. The Public 
Health Service has been studying 
particular industrial situations, such 
as the mining and milling of ura- 
nium ore and the production of jet 
fuels, with a view to correcting or 
eliminating the industrial hazards 
involved. 

In an effort to relieve shortages, 
but more especially to develop addi- 
tional competencies on State and lo- 
cal health department staffs, re- 
fresher training programs have been 
expanded at the Communicable Dis- 
ease Center and at the Environ- 
mental Health Center in Cincinnati. 


Gaps to be Filled 


Perhaps the weakest link in our 
efforts to meet health defense prob- 
lems is the most important one—the 
basic local health structure. Un- 
fortunately, there are still approxi- 
mately a thousand counties without 
even the most rudimentary organiza- 
tion for the provision of local health 
services. Many have only 
skeleton staffs; hence are equipped 
to furnish only limited services. 

The Community Facilities and 
Services Act authorizes the develop- 
ment and construction of necessary 
physical facilities. When appro- 


more 


priately implemented by funds, this 
measure should furnish a mechanism 
for providing physical facilities im- 
portant to health. The term “serv- 
ices” as mentioned in the act appears 
to be limited to the ordinary operat- 
ing requirements of such facilities. 
Other measures will be required to 
meet the needs for general public 
health activities. 

Supplementary appropriations un- 
der the Community Facilities and 
Services Act did not include funds 
for hospital construction. However, 
a request for funds for this pur- 
pose—based on current survey 
data—will probably be made in the 
near future. It is well to remember 
that appropriations obtainable un- 
der this act are intended for 
only where Hill-Burton funds are 
not available. 

In addition to filling the gaps in 
our general health organization, it 
is necessary to build the structure 
for planning the health and medical 
aspects of civil defense. It is axio- 
matie that we cannot have an alert 
system ready to spring into immedi- 
ate action in the event of attack un- 
less we carefully plan and prepare 
such a system. The health depart- 
ment’s chief need here, again, is for 
the personnel to plan and follow 
through on the civil defense meas- 
ures Which are assigned to them. 

Other important needs are for oc- 
cupational health services, especially 
in small industrial plants producing 
defense materials, and for 


use 


critical 
programs of health maintenance and 
rehabilitation for older people. 


Pending Proposals 


Some of the gaps can be closed by 
a’ redirection of effort and by in- 
creased attention to problem areas. 
Others call for concerted action on a 
community basis. Several propos- 
als are now pending which would 
help localities alleviate some of their 
critical needs. 

For example, in the last session of 
Congress, the Local Health Services 
Bill was amended to pinpoint health 
needs in defense areas and to 
strengthen services and programs in 
these areas. Favorable action on 
this bill was taken by the Senate, but 
it has not been reported out of Com- 
mittee by the House. 
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Increases in general health grants other proposal would authorize the 


have been proposed, with the specific Public Health Service to recruit, 
train, and assign personnel to areas 


requiring special technical assistance 


purpose of weighting these increases 
in favor of defense impact areas. ~ 
: P from the Federal Government. Rec- 
4 ic , r >j on - - - - 

This would make possible a concen-)nizeq Federal-State channels 
tration of effort in critical military,would be maintained in providing 


industrial, and target areas. An-this assistance. 





Planning for defense calls for the 
of teamwork and co- 


Joint planning at 


closest kind 
operative effort. 
all levels of government will help 
build the foundation of sound health 
defense programs suited to these try- 


ing times. 
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Planning for Community Facilities 
And Services Program 


By M. Allen Pond, M. P. H. 
Chief, Division of Engineering Resources, Public Health Service 


The President approved the Defense Housing and Community 
Facilities and Services Act of 1951 (P. L. 139, 82d Cong.) on 
September 1,1951. Limited funds to carry out the provisions of 
the act were contained in the Second Supplemental Appropria- 
tion Act of 1951, approved November 1, 1951. However, con- 
struction funds at present are available only for sanitary 
engineering works, and for streets and roads. 

Responsibilities for the administration of the new community 
facilities program are divided between the Housing and Home 
Finance Agency (HHFA) and the Federal Security Agency. 
In Executive Order 10296 the President, on October 2, 1951, 
assigned to the HHFA the responsibility for programing, mak- 
ing loans or grants for, and (where needed) the direct Federal 
construction of all community facilities authorized in the act 
except hospitals, health centers, water-purification plants, inter- 
ceptor sewers, sewage-treatment plants, refuse-disposal facilities, 
child day-care centers, recreation facilities, and libraries. 
ceive assistance under the act, and 
he must consult with the Surgeon 
General on projects involving water 
distribution or sewerage systems. 

The act not only for 


The responsibility for programing 
and making loans or grants for the 
latter facilities rests in the Federal 
Security Agency, and the Surgeon 


General of the Public Health Serv- provides 





ice is specifically responsible for that 
part of the program involving hos- 
pitals and health centers, water-puri- 
fication plants, sewage-treatment 
plants, including interceptor sewers, 
and refuse-disposal facilities. The 
Housing and Home Finance Admin- 
istrator must obtain the approval 
of the Surgeon General for all water- 
source development projects to re- 
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Federal financial assistance in pro- 
viding facilities, but it also makes 
possible Federal financial assistance 
in the operation of community fa- 
cilities. The legislative history 
clearly indicates that Congress did 
not intend that funds appropriated 
under this act should be used for the 
staffing of local health agencies such 
as was done during World War II 


under the Emergency Health and 
Sanitation Activities program. The 


loan and grant funds available to the 
Public Health Service can be used to 
assist in the operation only of water- 
purification plants, sewage-treat- 
ment plants, and refuse-disposal fa- 
cilities. 


Responsibility of HHFA 


The Housing and Home Finance 
Agency is the Federal agency pri- 
marily concerned with the national 
housing program. It is the parent 
agency for the Public Housing Ad- 
ministration, the Federal Housing 
Administration (FHA), and _ the 
Home Loan Bank Board. Further- 
more, the Community Facilities 
Service, formerly a part of the old 
Federal Works Agency, somewhat 
more than a year 
ferred to the Office of the Adminis- 
trator of HHFA, 


aco was trans- 


Criteria For Critical Areas 


Responsibility within HHFA for 
its part of the community facilities 
program will rest in the Office of the 
Administrator and his regional rep- 
resentatives. There must be the 
closest possible relationship between 
the defense housing 
HHFA’s program and the community 
facilities activities, especially as the 


aspects of 


latter involves water lines and sew- 
HHEA regional representatives 
are responsible for both activities. 

Within the Federal Security 
Agency the Assistant Administrator 
for Defense Activities 
all aspects of the Agency's commu- 
nity facilities program. In addition 
to the Public Health Service role, de- 
scribed more fully below, the Chil- 
dren’s Bureau and the Office of the 
Administrator are concerned with 
child day-care centers and recreation 
facilities, respectively. 


ers. 


coordinates 
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At present, the major function of 
the Office of the Administrator in 
connection with Public Law No. 139 
involves representation on the Office 
of Defense Mobilization’s  Inter- 
agency Committee on Critical De- 
fense Housing Areas, and its re- 
gional counterparts. Before Federal 
assistance authorized in Public Law 
No. 139 can be made available in a 
community, that community must 
be found to be a critical area for the 
following (1) A defense 
plant or installation must exist or be 
proposed; (2) substantial in-migra- 
tion must have occurred or must im- 
pend; and (3) there must be a sub- 
stantial shortage of housing and/or 


reasons: 


community facilities or services. In 
Executive Order 10296, the President 
placed in the Office of Defense Mo- 
bilization the responsibility for such 
determinations. Representation on 
the Interagency Committee is held 
by the Office of Defense Mobilization, 
Department of Defense, Economic 
Stabilization Administration, Fed- 
eral Security Agency, Department of 
Housing and Home 


Labor, and 


Finance Agency. 


Delegation. of Responsibilities 


Within the Public Health Service 
all operating responsibilities in the 
community facilities program have 
been delegated to existing organiza- 
tional units. The Division of Water 
Pollution Control is responsible for 
the sanitary engineering aspects of 
the program, the field part of which 
will be directed by Public Health 
Service regional engineers. Al- 
though no funds are yet available 
for hospital or health center pro- 
graming and construction under the 
terms of the new act, the Division of 
Hospital Facilities is carrying out 
essential planning functions at head- 
quarters, and the regional hospital 
consultants are responsible for field 
work currently needed. Field con- 
tact by State and local health offi- 
cials and hospital authorities with 
the Federal agencies on this program 
be through the Public Health 
directors 


will 
Service regional medical 
who are responsible for coordinating 
the various field activities within 
their respective jurisdictions. 

All aspects of the Service’s com- 
munity facilities program, including 
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the maintenance of liaison with the 
Housing and Home Finance Agency, 
are coordinated in the Office of the 
Surgeon General. 


Loan Steps Listed 


It might appear to be simpler—at 
least on paper—if one unit were re- 
sponsible for all aspects of the pro- 
However, by integrating this 
defense activity through existing 
operating units we are convinced 
that less violence will be done to our 
continuing programs than if a new 


gram. 


organization were created. 

What steps must be taken before 
loans or grants can be made for 
community facilities? 

1. Responsible local public officials, 
usually the county com- 
missioners, or common council, will 
make an official request to the chair- 
man of the Advisory Committee on 
Defense Areas to have the commu- 
nity declared a critical defense hous- 
Based on analysis of data 


mayor, 


ing area. 
submitted—and supplemental facts 
collected as needed—the advisory 
committee will make findings and 
recommendations for action by the 
Director of Defense Mobilization. 
2. In an area found to be critical, 
the Housing and Home Finance 
Agency will program the construc- 
tion by private enterprise of essen- 
tial rental and sale dwelling units, 
relaxing regulation X to assist build- 
ers to proceed. (The act provides 
that no permanent public housing 
can be programed until the end of a 
waiting period of 90 days, and then 
only if it is clear that private capital 
cannot meet the housing shortage.) 
5. A community in need of ex- 
panded facilities will ask HHFA or 
the Federal Security Agency for 
Federal financial assistance. First 
notice of the need for Federal assist- 
ance will probably come through per- 
sonal inquiries or a letter from a 
responsible local official to the Hous- 
ing and Home Finance Agency, the 
Federal Security Agency, or directly 
to the Public Health Service. At 
that stage we will request certain 
minimal information from the mu- 
nicipality application 
blank is furnished to it. The pur- 
pose of this is to make it possible for 
municipalities to save the substan- 


before an 


tial sums of money that would be 
required to file formal applications. 
Formal applications will be _ re- 
quested only if it appears on the 
basis of this preliminary screening 
that the community will qualify for 
Federal financial assistance. 

4. Once application forms are sub- 
mitted to the community, the Public 
Health Service regional medical di- 
rectors will inform State health offi- 
cers that the municipality is plan- 
ning to make application for a loan 
or grant or for direct Federal con- 
struction, and will ask the State 
health agencies at that time to make 
recommendations with respect to the 
project in question. 

5. Completed application forms 
will be sent to FSA (PHS) regional 
offices or those of HHFA where they 
will be carefully screened. Regional 
officials will then make their recom- 
mendations to headquarters for final 
action. With limited funds, it ob- 
viously will be necessary to handle 
applications on a priority basis. 

6. When an application is finally 
approved, advances of funds will be 
made to the municipality which 
thenceforth will be responsible for 
carrying out the job. During the 
construction period, periodic inspec- 
tions of the project will be necessary 
but primary responsibility for proj- 
ect inspection will rest with the com- 
munity unless the job is a direct 
Federal construction operation. 


Two Key Problems 
Immediate problems associated 
Witlhg the inauguration of this pro- 
gram are numerous, but two stand 
out above all others. In the first 
place, there must be prompt deter- 
minations, with respect to priorities, 
of need for assistance in several 
communities where practically the 
only question is that Federal finan- 
cial assistance must be made avail- 
able forthwith. We are confronted 
with the question: Should we try 
to give token assistance in a large 
number of places, or should we as- 
sign priorities in terms of relative 
need in the defense effort? It is our 
considered judgment that Congress 
intended us to meet the real emer- 
gencies, which means that we must 
establish a list upon which com- 
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munities will be graded in terms of 
their relationship to the defense ef- 
fort. In connection with establish- 
ing such a priority list, the advice 
of State health officers and their 
staffs will be of major importance. 


The second outstanding problem 
that we see arises from the legisla- 
tive history of the Second Supple- 
mental Appropriation Act. At hear- 
ings last fall, Congress asked for 
factual information on needs of com- 
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Day-Care Services for Children 
Of Employed Mothers 


By Mildred Arnold 


Director, Division of Social Services, Children’s Bureau 


If the defense and mobilization effort continues for any period 
of time, the problem of caring for children whose mothers work 


may become an urgent one. 


This is an area where State health 


and welfare agencies can work together profitably. 
The problem of day-care services for children of working 


mothers has been with us for many years. 


The Federal Gov- 


ernment entered the picture for the first time in World War II 
when an unprecedented number of women entered industry. 
Over 3,000 day-care centers were developed during that war with 


funds appropriated under the Lanham Act. 


At the peak of this 


program, in 1944, these centers were caring for 105,000 children. 
During the entire history of the Lanham Act, over $51 million 
of Federal funds were used for this purpose. 


Because of the limitations of that 
act, there never was a full program 
of day care. Federal funds could 
be used only for group care of chil- 
dren. Little provision was made for 
infants, and no resources were devel- 
oped through Federal funds for fos- 
ter-family day-care homes for very 
young children. Nor was it possible 
to use these funds to develop much 
needed counseling services to help 
plan for their children. 
following the war, practically the 
entire program developed under the 
Lanham Act disappeared. 

Now we are seeing the same prob- 
ems emerge as appeared during 
World War II. At the height of 
employment, 20.4 million women 


mothers 
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were working. Now there are 1914 
million women in the civilian labor 
force. Some 10 percent of these 
women have children under 6 years 
of age. It is anticipated that an 
additional 1,400,000 workers will be 
needed in 1952, and a great many 
of these will have to be women be- 
‘ause available labor from other 
groups is about exhausted. 


Long Waiting Lists 

Voluntary agencies and commer- 
cial centers are attempting to meet 
the present need for day-care serv- 
ices. Some voluntary agencies re- 
port waiting lists longer than enroll- 
ments. Fees charged by commercial 
centers are often prohibitive for 


munity facilities in critical defense 
housing areas. Studies are being 
made in those communities that ap- 
pear to have the most critical needs, 
and information is being gathered 
on the other designated areas. 


many working mothers, and stand- 
ards in many are low. 


Possible Expansion 


The Defense Housing and Com- 
munity Facilities and Services Act 
(P. L. 139, 82d Cong.) authorizes 
Federal funds for day-care centers 
in critical defense housing areas, 
but no appropriation has been made 
either for operation or administra- 
tion of day-care centers. If the prob- 
lem becomes great enough to com- 
mand Federal funds, I hope two 
things will happen: First, that we 
will have a much more adequate and 
well-rounded program than we have 
had in the past, one that includes 
not only group centers but also fos- 
ter-family day-care homes for the 
very young child, and counseling 
services for mothers; second, in the 
development of any day-care pro 
gram, I hope there will be a very 
close working relationship between 
health and welfare departments so 
that the entire needs of these chil- 
dren will be met. 


Education Needed 

At present, 27 States and the Dis- 
trict of Columbia have laws relat- 
ing to the licensing of day-care cen- 
ters. Health and welfare agencies 
should work closely together in de- 
veloping standards for the licensing 
of such centers and supervising these 
facilities. There should be 
working relationships with educa- 


close 


tors, too, so that these centers do not 
become merely custodial places but 
provide sound education and train- 
ing experiences for children. 

As one boy once said, “I am just 
nobody's nothin’.”. While mothers 
are making their contribution to 
mobilization, we certainly do not 
want their children to feel that they 
are “nobody's nothin’.” 


177 











MALARIA FROM KOREA 


Army Giving Primaquine Treatment 


To All Returning Servicemen 


Only one civilian case of malaria 
so far reported in this country is 
suspected of having been trans- 
mitted from Korean returnees, Lt. 
Col. Donald S. Myers, of the division 
of preventive medicine, Office of the 
Surgeon General of the Army, told 
the health authorities. 

About 9,000 among the 145,000 
American servicemen who had left 
Korea between July 1950 and mid- 
1951 were known to have 
malaria, Colonel Myers reported. 
Since it became apparent, in April 
1951, that the military “had a prob- 
lem on our hands,” steps were taken 


October 


to see that all returnees—irrespec- 
tive of a malarial infection record— 
were given a preventive treatment 
course, 

The preventive treatment series 
consists of a single dose of 1 gm. of 
15 mg. of prima- 
The chloro- 


chloroquine and 
quine a day for 14 days. 
quine is given as soon as possible, 
the primaquine regimen is started 
the servicemen reach an 
accessible port of embarkation in 
the Far East, and is continued 
aboard ship on the way to the west 


whenever 


coast. 


Experiments Started in 1945 


Some of the background of prima- 
quine was given on October 16, 1951, 
by Maj. Gen. George E. Armstrong, 
Army Surgeon General, when he an- 
nounced that all servicemen return- 
ing from Korea would receive the 
new antimalarial drug. 

Experimentation with primaquine 
dates from the end of World War II 
when it was included among many 
thousands of drugs marked for test- 
ing as antimalarial agents, General 
Armstrong said. Primaquine was 
first synthesized in 1945 by Dr. Rob- 
ert Eiderfield of Columbia Univer- 
sity, Working under a grant from the 
Office of Scientific Research and 
Development. 

Commercial synthesis was first ef- 
fected by Dr. Elderfield in March 
1950, under a United States Public 
Health Service grant, the Army Sur- 
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Early tox- 
icity and neuropathology studies of 


geon General continued. 


the drug were begun in Decem- 
ber 1947 by Dr. Leon Schmidt of the 
Institute for Medical Research, 
Christ Hospital, Cincinnati, also un- 
der Public Health Service auspices. 
Human toxicity studies and clini- 
cal investigations were begun in 
March 1948 among prisoner volun- 
teers in Stateville Prison, Joliet, Ill., 
by Dr. Alf S. Alving of the Univer- 
sity of Chicago, General Armstrong 
reported. Dr. Alving was assisted 
in his work by Army physicians and 
supported by a Public Health Service 
research grant. Subsequent _ re- 
search has been extended to the Fed- 
eral Penitentiary at Atlanta. This 
work is under the direction of Dr. 
G. Robert Coatney of the National 
Institutes of Health, Public Health 
Service. It is a joint project of the 
Public Health Service and the Bu- 
reau of Prisons of the Department 
of Justice, and is financially sup- 
ported by the Army Research and 
Development Board. The Army has 
also conducted an extensive project 
among malarious of Nic- 
aragua, General Armstrong said. 
Testing among military personnel 
began when twin projects were es- 
tablished at Fort Benning, Ga., and 
Fort Knox, Ky., to determine how 
effective the drug was in the treat- 
ment of the Korean strain of ma- 
laria, and aiso, General Armstrong 
noted, to investigate the possibility 
when 


sections 


effects 
primaquine administered to 
healthy men engaged in normal ac- 


of undesirable side 


was 


oT 


tivities. In October, 2,700 soldiers 
returning from Korean duty were 
administered the 14-day — series, 
aboard transport, by Navy physi- 
cians of the Military Sea Transport 
Service. 

General Armstrong said that the 
Fort Benning studies were super- 
vised by Dr. Coatney, serving as a 
consultant to the Army Surgeon Gen- 
eral. Dr. Alving initiated the Fort 
Knox tests, now under the supervi- 
sion of Dr. Ralph Jones, Jr., of the 





During their annual meet- 
ing, the State and Territorial 
health authorities were 
brought up to date on the mili- 
tary, civilian, and research as- 
pects of malaria control in 
light of infections and relapses 
developing among United 
States troops returning from 
Korean duty. 

In August of 1951—follow- 
ing discussions in Washington 
among the Armed Forces, the 
Public Health Service, and the 
National Research Council— 
the Public Health Service ad- 
vised State and Territorial 
health authorities and editors 
of medical journals of this po- 
tential hazard to. civilian 
health, pointing up the need 
for diagnostic facilities, drugs 
and treatment scheduies, and 
of preventing the 
spread of malaria. Even prior 
to this, however, work had 
been intensified by the Army 
and the Public Health Serv- 
ice on development of the new 
antimalarial drug, primaquine. 
In November 1951, Young and 
Burgess reported on the sus- 
ceptibility of Anopheles quad- 
rimaculatus to Korean vivar 
malaria (Public Health Re- 
ports, January 1952, pp. 14- 
16). On page 200 of this issue 
appears a@ chart showing the 
current trend in malaria mor- 
bidity in the United States. 
to the malaria 


methods 


In addition 
reports, two condensations of 
reports on the heart and one 
on fluoridation are presented 
in the following pages. 











University of Pennsylvania, and su- 
pervised the transport series. 


Primaquine Not a Preventive 
The Army Surgeon General em- 
phasized that primaquine is not a 
preventive for malaria. Neither is 
it a substitute for chloroquine as a 
suppressant in malarious areas. 
Instead, he said, it is an effective 
therapeutic agent against malaria 
when the parasites which cause the 
disease have lodged in the liver or 
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other body organs. It is therefore 
expected that the serviceman who 
has been exposed to malaria will 
be cured before an attack of malaria 
or before relapses of the disease 
can occur. 

Although field trials have 
limited, it seems probable that ma- 
laria incidence in returnees to the 
United States can be sharply re- 
with primaquine, General 


been 


duced 


Armstrong felt. In addition, it 
should be possible to avoid relapses 
in cases where an acute attack has 
already taken place, he said. 
General Armstrong said that the 
move to administer primaquine to 
all returning Korean servicemen had 
been endorsed by both the Subcom- 
mittee on Malaria of the National 


Research Council and by the Armed 


Forces Medical Policy Council. He 
predicted that the program being 
put into operation would prove ef- 
fective but emphasized that further 
research would be necessary to de- 
termine finally the dose needed for 
the most rapid cure. Investigation 
of the drug is continuing at a num- 
ber of Army posts and under Public 


Health Service auspices. 





CIVILIAN CONTROL 


Possibility of Malaria Endemicity 
Much Less Than in 1945-47 


Reviewing the potential impact on 
civilian health of the introduction 
of malaria from Korea, Justin M. 
Andrews, Se. D., of the Communi- 
cable Disease Center, Public Health 
Service, said that up to late October 
there had been some 5,127 cases of 
malaria reported from all the States 
except New Hampshire and Vermont. 

About 70 percent of these were 
military cases, Dr. Andrews noted. 
Of the 1,233 civilian and unknown 
about half have been ap- 
praised by State and Federal epi- 
demiologists, and 424 were found to 
be parasite-positive cases. Almost 
all of the cases were vivaz 
infections. 

Dr. Andrews said that most of 
the military personnel who were not 
under military supervision when 
they had their attacks or relapses 
sought treatment from private clini- 
He estimated that only about 
half of the cases which have oc- 


cases, 


cians, 


military rec- 
through 


curred, according to 
ords, have been reported 
civilian health channels. 

Even so, a number of authorities 
have agreed, according to Dr. An- 
drews, that the possibility of re- 
establishing malaria endemicity now 
is not great in comparison with the 
situation of 1945-47 when more than 
100,000 infected persons with symp- 
toms of malaria returned from over- 
seas to the United States. 

“This and subsequent influxes of 
malaria-parasitized personnel can be 
contained without the re-establish- 
ing of malaria endemicity,’ Dr. An- 
drews maintained, (1) “if blood 
from suspected cases is examined in 
competent laboratories to determine 
whether or not it is malaria parasite 
positive’; (2) “if patients believed 
to have malaria are treated ener- 
getically with effective antima- 
larials’; (3) “if cases are reported 


promptly to local health authori- 


(4) “if these are 
investigated and appraised epidemio- 
logically”; and (5) “if in 
found parasite positive DDT sjray- 
ing or mosquito-proofing is done on 
all premises within a mile of the 
home of these persons.” 

Dr. Andrews pointed out that the 
systematic investigation and ap- 
praisal of reported or other sus- 
pected cases of malaria, and the 
entomologic and spraying activities 
carried on around confirmed cases is 
known as the malaria surveillance 
and prevention program. 

It was Dr. Andrews’ belief that 
“this procedure, if faithfully fol- 
lowed, will prevent the establishment 
once more of malaria endemicity of 
this country. The States and the 
Federal Government have invested 
something more than $50 million 
between them in malaria control 
and eradication since 1942. Proved 
malaria as a public health problem 
has disappeared—and in some States 
the malaria eradication criterion of 
the erstwhile National Malaria So- 
ciety has been fulfilled. Laxity in 
preventing the return of this disease 
after so much has been accomplished 


ties”: cases 


cases 


would be costly and disastrous.” 





MALARIA RESEARCH 


Primaquine 15 mg. for 14 Days 


Cures “High 


The new antimalarial primaquine 
na dose of 15 mg. daily for 14 days 
as cured “a very high percentage of 
relapsing Korean vivag malaria” 

ases, G. Robert Coatney, M. D., of 
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Percentage” 


the National Microbiological Insti- 
tute, Public Health Service, reported. 

Dr. Coatney described primaquine 
(SN 13,272) as an 8-aminoquinoline 
compound which . belongs to the 


pamaquine (plasmochia), penta- 
quine, and isopentaquine group of 
compounds, the members of which 
differ only in the characteristics of 
the terminal amino group. 
Primaquine was first tested 
against malaria in men by Alving 
and his coworkers in 1948, who have 
shown that on an equal weight basis 
primaquine is approximately four 
times as active as the best of the 
other members of the group, and the 
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toxicity on a quantitative basis is 
about equal. 

However, Dr. Coatney pointed out, 
there was not by the winter of 1950 
sufficient information to allow for 
the use of the drug on a large-scale 
basis. This was the situation when 
an ad hoc committee of the National 
Research Council met to discuss the 
status of antimalarial drugs, with a 
forward look as to what might be 
needed as a result of the Korean de- 
velopments. 


It was decided then (December 29, 
1950) to bend research efforts to- 
ward the complete documentation of 
certain S-aminoquinolines in terms 
of their military application. Work 
has gone forward, Dr. Coatney said, 
at the University of Chicago instal- 
lation at Joliet, Ill., and at Atlanta, 
Ga.—the work being spread out be- 
cause one installation working by 
itself could not turn out the data in 
the time allotted. 





In addition to toxicity studies, it 
was decided to evaluate three regi- 
mens in the treatment of relapsing 
cases at Fort Knox and Fort Ben- 


ning. Tests were later made aboard 
transports returning from Korea. 


On the basis of these studies it was 
concluded, Dr. Coatney said, “that it 
was practical and safe to administer 
primaquine at 15 mg. single dose 
daily for 12 or more consecutive days 


’ 


to men of different races.’ 





DENTAL HEALTH 


Tasks of State Health Departments 
In Developing Fluoridation 


At the present rate of progress in 
the fluoridation of public drinking 
water supplies it will take 150 years 
to complete the task ahead, John W. 
Knutson, D. D. S., chief, Division of 
Dental Public Health, told the State 
health authorities. 

There are approximately 16,750 
public water supplies in this country, 
of which some 15,000 do not contain 
natural fluorides. At present, 138 
of these 15,000 communities have 
controlled fluoridation programs. 
However, only 80 of them started 
their programs within the last 12 
months, Dr. Knutson reported. 

Ninety-three percent of all public 

vater supplies are in communities of 

10,000 population or less, he pointed 
out, which means that in 9 out of 
every 10 cases a trained water works 
engineer probably will not be oper- 
ating the local plant. This is of 
importance to State health depart- 
ments, said Dr. Knutson, for they 
will have to provide dentists and 
engineers to participate in public 
discussions of fluoridation and to 
establish on-the-job training or train- 
ing centers for water-works opera- 
tors. They will also have to be a 
source of competent technical advice 
to help communities solve installa- 
tion and operational problems. Dr. 
Knutson felt that this was an un- 
usual opportunity for State health 
departments to offer an important 
service unit to virtually every com- 
munity in the State. 
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The basic minimum fluoridation 
staff, according to Dr. Knutson, 
would include at least one dentist, 
one sanitary engineer, one chemist, 
and one subprofessional technician. 
They would be occupied to a large 
extent with training local personnel 
and in assisting them in getting 
ready for the fluoridation job. 


Tasks For Staff Dentists 


Dr. Knutson outlined the follow- 
ing jobs on which an additional staff 
dentist is needed to assist the State 
dental director in laying the ground- 
work and establishing a smooth- 
running fluoridation program: 

1. Collect, analyze, and organize 
all scientific data relating to con- 
trolled fluoridation, and maintain a 
current file, including background 
material, technical bases of opera- 
tions, results of pilot projects, types 
of fluoride-feeding equipment, fluo- 
ride compounds available for use, 
and costs. 

2. Supervise the development of 
education materials for dentists, 
other professional personnel, and the 
lay public. 

3. Encourage the dentists of each 
community to plan and sehedule a 
meeting of local dental, medical, and 
other professional health personnel 
to discuss all aspects of fluoridation 
and consider the formulation of rec- 


ommendations for its use. 


4. Encourage and assist repre- 
sentatives of local service organiza- 
tions in planning and scheduling 
meetings for public discussion of 
water fluoridation and provide for 
the participation of informed dental 
and other technical personnel. 

5. Provide for a preliminary sur- 
vey of the community’s water supply 

» that useful estimates of equip- 
ment needs and costs can be made 
available for use at meetings sched- 
uled for discussion of fluoridation. 

6. Provide expert technical serv- 
ices to communities which have 
formally decided to fluoridate their 
water supplies. 

7. Provide expert advisory and 
emergency services to communities 
after fluoridation has been initiated 
and as operational, fluoride-testing 
equipment, and supply problems 
arise. 

8. Provide for the collection of 
baseline data on dental caries so 
that a periodic evaluation of the ef- 
fects of fluoridation can be made in 
ach community. Promote the use 
of standard record forms and pro- 
vide advisory services relating to the 
processing, analysis, and utilization 
of the data collected. 

9. Coordinate all promotional ef- 
forts relating to fluoridation and as- 
sume responsibility for establishing 
and maintaining a close and effective 
working relationship with the sani- 
tary engineering and laboratory di- 
visions of the Department. 


Other Services Needed 


Without essential chemical and 
engineering services, the fluorida- 


tion program can be seriously ham- 
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pered and delayed, said Dr. Knutson. 
He listed the following as services 
which the additional personnel 
should be able to provide: 


1. Chemical analysis of the drink- 
ing water supply, including fluoride 
determinations. 

2. Study and analysis of sources 
and capacity of water supply, con- 
sumption rates, purification meth- 
ods, types of distribution systems, 
and population trends. 

3. Determination of the point in 
the water-processing system where 
fluoride compounds can be added 
most effectively and efficiently, the 


compounds most suitable, the type of 
fluoride-feeding equipment to be in- 
stalled, and the effectiveness of pro- 
posed controls for maintaining the 
proper fluoride concentration. 

4. Determination of storage facili- 
ties necessary for maintaining an 
adequate supply of the fluoride com- 
pound and the needs for auxiliary 
equipment to insure adequate pro- 
tection of operators who handle the 
fluoride compound. 

5. Determination of points in the 
distribution system where samples 
should be collected for testing, and 
training water-works personnel to 


make tests for determining fluoride 
concentration. 

6. Specifications for equipment, 
approval of plans, and inspection of 
completed installations. 

7. Orientation and training of 
water-works operators and personnel 
in the hazards of handling fluoride 
compounds, how the hazards can be 
eliminated, and how to feed fluo- 
rides properly. 

8. Periodic determinations of fluo- 
ride concentrations at the State 
health department laboratory so as 
to check the results of tests made by 
local water-works personnel, 





HEART DISEASE 


Diagnostic and Surgical Services 


Suggested on Regional Basis 


Cardiovascular surgery has 
reached a point where at least five 
types of heart defects present at 
birth can be corrected by the sur- 
geon’s knife, Willis J. Potts, M. D., 
chief surgeon of Children’s Memorial 
Hospital, Chicago, and associate pro- 
fessor of surgery, Northwestern 
University School of Medicine, said 
in reviewing progress in heart sur- 
gery. He pointed out, however, that 
the diagnostician still played the key 
such patients along 
and correction. 


role in moving 
toward surgery 


Need Central Services 

Citing increasing survival rates, 
Dr. Potts underscored the need for 
further development of diagnostic 
and surgical services for children. 
While a heart surgery center in 
every city would not be feasible, he 
felt the establishment of regional 
centers in major universities and 
large clinical centers would provide 
a means for effectively bringing such 
skills within the reach of every pa- 
tient who needed them. Such cen- 
ters, he said, also would serve to 
maintain the interest and skills of 
the specialists. 

Listing the diagnostician as most 
essential in the staffing of such cen- 
ters, Dr. Potts stated that, in addi- 
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tion to congenital heart disease, the 
diagnostician should be familiar 
with rheumatic heart disease and 
functional murmurs, and should be 
able to differentiate operable from 
inoperable cases. Ideally, he said, 
the diagnostician should be a pedia- 
trician, for murmurs and heart con- 
ditions in children may differ con- 
siderably from those in adults. 

Obtaining suitable surgical skill 
by comparison is not too great a 
problem, he said. A _ well-trained 
surgeon can acquire more quickly 
the new surgical techniques than a 
physician can acquire the experience 
necessary for expert diagnosis. 

A roentgenologist acquainted with 
heart disease and interpretation of 
electrocardiographic film (particu- 
larly in children) and an 
thesiologist who is also a physician 
and certified by the Board of 
Anaesthesiology were listed as other 


anes- 


necessary team members. 


Experience Cited 

He stated his Children’s Memorial 
Hospital team alone performed over 
500 congenital heart operations, with 
the most common group that of pat- 
ent ductus arteriosus (where the 
prenatal shunt has failed to close 


off at birth) and tetralogy of Fallot 
dinvolving a stricture of the pul- 
monary artery). The latter type is 
popularly known as the “blue baby.” 

Three other types of congenital 
defects corrected by his group are: 
(1) coarctation of the aorta (involv- 
ing a narrowing of the principal 
artery) ; (2) the aortic ring (several 
types which include deformities of 
the aorta and its branches) ; and (3) 
pulmonary stenosis (malformation 
of the heart valves, also producing 
a “blue” effect). 

“In the approximately 168 cases 
operated upon for patent ductus by 
us, we have had no deaths,” he re- 


ported. “The blue babies, however, 
represent an altogether different 
problem. In the children below 
3 years of age, operated upon 


because they cannot live without 
surgery, the mortality continues at 


about 22 percent. 


Low Mortality Rate 

“In approximately 200 cases be- 
tween 3 and 16 there have been only 
4 deaths, or a mortality of a little 
over 2 percent. If the child can 
reach the age of 3 years, his chances 
of surviving surgery for pulmonary 
stenosis are approximately 97 
percent.” 

Dr. Potts cautioned that 
such heart defects are amenable to 
surgery. Two out of five “blue 
babies” had to be turned away by 
his surgical team because operating 
technique has not advanced to a stage 
where their defects can be corrected. 


not all 
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PATTERN FOR ACTION 





Community Requirements for Developing 
Heart Programs 


The difficult task of translating 
our present knowledge of the heart 
diseases into action presents a chal- 
lenge and an opportunity, declared 
T. Duckett Jones, M. D., medical di- 
rector of the Helen Hay Whitney 
Foundation. 

T'racing a history of significant 
events in the heart disease field, Dr. 
Jones stated that a strategic posi- 
tion in progress in community heart 
programs has been reached. To the 
fund of knowledge already available, 
research is adding new 
knowledge. Also, 
recommendations have been formu- 
lated as guiding principles in the 
development of control programs. 


rapidly 


Integrated Approach 

Dr. Jones neted four viewpoints 
common to planning and advisory 
groups in both public and private 
programs at the national level 
which he felt offer great reassurance 
to those developing community heart 
programs and to citizens in general. 
First, he said, there has been no 
tendency to direct or to be manda- 
tory, but rather an attempt to 
achieve general helpfulness and mu- 
tual cooperation. Second, all groups 
have stressed the importance of local 
initiative and local decision con- 
cerning plans and programs. This 
Dr. Jones 
pointed out, because of the varying 


is considered essential, 


important general 


needs in the individual States and 
communities. 

Third, there is a desire to be cer- 
tain that whatever is done is in 
addition to and not a substitution 
for what already exists, so that im- 
provement and not replacement will 
result. Fourth, he said, a strong 
feeling is held that it is necessary 
to bring together at the State and 
local levels individuals with broad 
professional training and interests, 
and many of the prominent laymen, 
as members of advisory committees. 


Main Requirements 


Dr. Jones stressed the importance 
of thorough orientation with regard 
to local conditions, facilities, and 
needs, and an awareness of available 
resources, public and private, which 
can be pulled together through good 
leadership and utilized to meet the 
total disease problem. With such 
intimate knowledge, he stated, it is 
possible not only to begin intelligent 
action to meet the gaps and needs, 
but also to set the mark for high 
standards and quality of services. 

Education and training—for phy- 
sicians and other professions, for the 
patient, and for the layman—are ac- 
tivities of the highest importance. 
Pointing out that difficulties are 
often caused when lay education ex- 
ceeds professional education, Dr. 
Jones advocated special emphasis 
on the latter. The chief problem in 
professional education has been dif- 
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ficulty in reaching physicians who 
need it most. It is hoped, he said, 
that the Heart Bulletin which is ex- 
pected to appear in 1952 will serve 
a tremendously useful function. 
Slanted toward the general practi- 
tioner, the Bulletin is expected to 
have content of a very high order, 
in such form as to “catch the physi- 
cian’s eye.” 

Case finding is another essential 
part of a community heart program, 
Dr. Jones stated. Many methods ex- 
ist: first the physician and the pa- 
tient; then nurses, social workers, 
clinics, schools, teachers, school 
physicians; industrial, insurance, 
and selective service examinations ; 
and multiple screening. With re- 
gard to selective service, pre-employ- 
ment and insurance examinations, 
which are confidential, Dr. Jones 
urged that some way be worked out 
whereby the individual examined 
‘an be informed of abnormal find- 
ings and directed to his physician. 

Other points stressed were that 
supplemental clinics, important as 
a part of care service as well as case 
finding, should be used in connection 
with much broader opportunities 
for service; and that arrangements 
for definitive care and service must 
be made in the local community, not- 
withstanding where the responsibili- 
ties lie. Dr. Jones also emphasized 
the importance of prevention and 
the vital necessity of attention to 
the problem of rehabilitation. He 
further suggested that a register of 
heart cases could serve a useful pur- 
pose if used as a means to make sure 
that individuals receive needed serv- 
ices at a given time, rather than 
merely as a device to. collect 
statistics. 


During 1951, the Public Health Service's Communicable Disease Center at 
Atlanta, Ga., expanded its epidemiological assistance to the States by establishing 
an epidemic intelligence service, a special corps of 21 communicable disease 


investigators. 


During the year, Public Health Service epidemiologists aided 


State and local health departments in dealing with 88 epidemics and disease 


outbreaks and one disaster, the Kansas flood. 


The epidemics included 16 out- 


breaks of poliomyelitis, 11 of infectious hepatitis, 6 of gastroenteritis, and 55 
epidemics or individual cases of 


oF 


other diseases. 
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Research for Improved Nursing Practices 


By LUCILE PETRY, R. N., M. A., MARGARET ARNSTEIN, R.N., M. P. H., 
and PEARL McIVER, R. N., M. A. 


In the year ahead, what can we expect from 
the profession of nursing in the way of prog- 
ress toward more satisfactorily meeting the 
needs of people for service? 

One important development, which will bear 
watching during 1952, is the trend toward an- 
alyzing all phases of nursing care—the tech- 
niques themselves, the amount and nature of the 
service provided, the administration of this 
service, and the education which prepares nurses 
to give it—all culminating in a study of the 
effect of nursing services on individual patients 





and population groups. 

Last November the American Nurses Asso- 
ciation reported that its clearinghouse for nurs- 
ing studies had recorded and reviewed over 400 
projects under way, analyzing a wide variety 
of aspects of nursing. What is significant, 
however, is not the number of studies, the siz- 
able amounts of money appropriated for re- 
search in the nursing field, ner the number of 
people involved in survey processes. What is 
significant is the fact that the propelling force 
behind all this activity is the earnest desire to 
mold nursing into the shape of things to come, 
the desire to make the profession a continuing 
dlynamiec force in the total health program. 

Analytical studies have grown out of the need 
to find practical ways of relating nursing to the 
increasing complexity of health services and of 
utilizing most effectively and economically the 
available nurse supply in the face of increasing 
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demands. Although the majority of studies are 
nurse-initiated, all involve the cooperation and 
participation of doctors and hospital or health 
administrators, and of other groups, such as 
social scientists and industrial-management en- 
gineers. All are long range, but this yearrand 
each year the data developed will add to our 
knowledge of how nursing service may keep 
moving forward in the interest of better patient 
care. 

Studies of nursing functions and adminis- 
trative studies comprise the largest areas of in 
vestigation. Both are fundamental to improv 
ing the nursing aspects of the therapeutic and 
preventive programs. 


Analyses of Nursing Functions 


In 1950, the American Nurses Association 
launched a “Five-Year Plan” for research in 
nursing and authorized that special funds, ob- 
tained from voluntary membership contribu- 
tions, be set aside for this purpose. The pro- 
gram was in response to requests from the mem- 
bership for studies which would help determine 
what nursing functions should be in terms of 
new patterns of medical care and use of new 
types of personnel, and also to determine the 
number of hours of care needed per patient per 
day under different circumstances. 

A system has been worked out through which 
hospitals, universities, State nurse associations, 
and other interested groups may submit a nurs- 
ing-study design to the ANA through the State 
nurses association. The plan will be reviewed 
by the ANA’s Technical Committee on Researcl 
and, if approved, the ANA may issue a grant 
from its special fund to finance the proposed 
research. Further, the ANA will coordinate the 
individual studies into an integrated whole, 
benefiting the entire nursing profession, and 
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report, interpret, and implement the coordi- 
nated findings to all interested groups. For the 
time being, grants are being limited to func- 
tional analyses of the job of nursing personnel 
in hospitals. 

Although many individual institutions have 
undertaken time and function studies, the ANA 
program is the first attempt on a national basis 
to focus the research spotlight on common prob- 
lems in an effort to find common solutions, 

Acknowledging the responsibility and pre- 
rogative of the profession to undertake research 
in nursing functions, the ANA defined the 
broad purpose behind such studies as follows: 

1. To improve nursing care and to utilize 
nursing personnel economically and effectively 
by determining functions and relationships of 
institutional nursing personnel of all types— 
professional nurses, practical nurses, auxiliary 
workers. 

2. To determine what proportion of nursing 
time should be provided by each group in vari- 
ous situations. 

3. To develop techniques which can be ap- 
plied to all hospitals, and thus obtain a national 
picture. 

The association foresaw that it would be nec- 
essary to establish a relationship between all 
nursing functions before it would be possible 
to obtain complete knowledge of professional 
nursing functions, and also that fact-finding 
must cover all nursing positions in hospitals 
and in all clinical fields. It also recognized the 
fact that job satisfactions, personal relation- 
ships, and factors motivating job changes may 
contribute to the determination of professional 
nursing functions. These assumptions shaped 
the master plan under which proposals for re- 
search are being considered. 

One proposed study which has already been 
authorized will determine current practices of 
professional nurses, practical nurses, and aux- 
iliary personnel in a representative sample of 
hospitals. From the findings, it is intended 
that recommendations will be made as to the 
proper distribution of functions among all 
types of nursing personnel in hospitals. 

Another study proposes to develop norms for 
good nursing care, to experiment with the team 
approach in  nursing—including practical 
nurses and nonnursing personnel—and to im- 
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prove techniques. It also intends to explore in- 
service education and to establish criteria for 
evaluating this in terms of improved service to 
the patient. 

Studies such as these are expected to offer 
valuable clues to new staffing patterns in which 
the functions of the professional nurse would be 
those for which professional nursing skills are 
necessary, patterns which would result in more 
effective care for patients and possible savings 
in the total cost of staffing. It can also be ex- 
pected that when we have defined current prac- 
tices and have examined them in relation to 
the needs of patients we will learn how the basic 
and advanced curricula may be revised to keep 
nursing education in step with changing con- 
cepts. And, by knowing the number of nursing 
hours required per patient per day, we can esti- 
mate not only the number of nurses and other 
personnel needed but also the types of persons 
we need to recruit. 

Some studies will afford the individual nurse 
the opportunity better to understand her role 
on the nursing service team; some will lead to 
assignments which challenge her professional 
potentialities beyond her present role. ‘Thus, 
research can contribute both to the personal 
security of nurses themselves and to the satis- 
factions of nursing as a career. 


Administrative Studies 


Research in nursing administration is being 
conducted in hospitals and in public health 
A wide variety of studies are in 
process, the majority designed either to eval- 
uate the cost of nursing service in terms of the 
kind of care provided, or to determine the effect 
of interpersonal relationships in nursing serv- 
ice, or to measure the activities of nurses in 
management roles in hospitals. This paper 
will attempt to mention only a few which are 
typical. 


agencies. 


Public Health Nursing Studies 


Immediately following the war, public health 
nursing agencies through their national organ- 
ization, the National Organization for Public 
Health Nursing, took steps to analyze the 
costs of public health nursing services. The 
NOPHN launched a study to develop cost ac- 
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counting methods for public health nursing 
service in visiting nurse associations and health 
departments (7). When this method was ap- 
plied in 73 agencies across the country, many 
interesting facts were revealed. There were 
striking differences in costs in different agencies, 
the reasons for which were not all revealed by a 
superficial study of the data submitted. Dif- 
ferences in salaries—the largest item in each 
budget—did not account for the entire difference 
in the cost of an item of service, such as a home 
visit, or the nursing service cost per patient- 
clinic visit. 

The cost study of these first 73 agencies pro- 
vokes many questions. For example, on the 
average does the agency which spends a longer 
time in preparation and a shorter time in the 
actual visit accomplish more with its patients 
than the one with shorter preparation time 
and longer visiting time? Is the average 
length of visit in an agency an index of effec- 
tiveness? Is the cost per individual attending 
group conferences any indication of the qual- 
ity of services rendered? These and many 
other questions await investigation. 

Another analysis recently completed is “A 
Study of Combination Services.” There are at 
present over 40 agencies in this country in which 
the health department and the visiting nurse 
association have joined forces. This movement 
has been growing very slowly over the past 
20 years, and the study of five successful amal- 
gamations was made in order to disseminate 
information regarding patterns which had 
worked. This analysis and its widespread dis- 
tribution may stimulate many communities to 
consolidate two or more public health nursing 
agencies into one (2). 

Continuing analyses of the services offered in 
public health nursing programs are carried on 
constantly through study of annual reports in 
relation to local morbidity and mortality sta- 
tistics. Special case-load studies are conducted 
from time to time in many agencies. As a re- 
sult, public health nursing is shifting emphasis 
to care of chronic illness, home care of patients 
who in former days would have remained in 
hospitals, and to prevention of home, farm, and 
school accidents. In several agencies, the in- 
vestigation by public health nurses of fatal 
home accidents has led to a great increase in 
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the reporting of accident hazards by the nurses 
and in the number corrected. This is another 
example of the increased awareness of commu- 
nity needs which studying a problem gives to 
the investigator. 

With the ever-expanding program of services 
in public health agencies, there is need for 
studies to evaluate the demands made on nurs- 
ing time in the maintenance of maximum effec- 
tiveness in both the established and proposed 
programs. In the past 2 years, the Public 
Health Service has contributed to two such 
studies in venereal disease case finding (2%). 
In North Carolina, the study was concerned 
with priorities in nursing time for venereal 
disease service in a generalized nursing service, 
In Mississippi, the study had as its purpose the 
determination of the needs in the maternal- 
child health program to prevent congenital 
syphilis. 

A study of the functions of nurses in indus- 
try, jointly sponsored by the Divisions of Oc- 
cupational Health and Public Health Nursing 
of the Public Health Service, has been under 
way for the past year. Data have been as- 
sembled and the analysis will reveal essential 
information on the amount and kind of nursing 
service required in certain types of industries. 
In addition to providing essential information 
for industry, it will enable States and the Na- 
tion to make better estimates of their total 
nursing needs. 

For some time, public health nurses have 
been questioning current practices of recording 
and reporting. Is there no better way of eval- 
uating services or accounting for work done 
than by counting noses? So many patients 
seen at home, so many at the clinic, so many at 
the class for mothers. The number who turn 
up at clinic or class at least have evidenced a 
desire for the service. Beyond that, how have 
they benefited and how have those at home bene- 
fited from the visit of the public health nurse? 
We might make an analysis of the “satisfac- 
tory” and “unsatisfactory” conditions found 
on each contact with a patient. These terms, 
“satisfactory” and “unsatisfactory,” represent 
the health problems the patient brings to the 
surface and also the ones the health worker 
perceives. Then, a report of the progress or 
lack of progress in the conditions noted might 
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give us some clue to what we are accomplishing. 

If we can get such a measure of accomplish- 
ment and of time needed to achieve desired 
results with a substantial percentage of our 
patients, we can determine in relation to the 
health needs of a community how many public 
health nurses we should have per population 
unit under varying conditions. 


Interpersonal Relationships 


In February 1950, Dr. Leo Simmons, on a 
grant from the Russell Sage Foundation, began 
at the New York Hospital an extensive series 
of investigations into the problems of inter- 
personal relationships and their bearing upon 
patient welfare (4). Several of these studies 
are concerned with the physician-nurse-patient 
relationship. The premise of the studies is 
that if these relationships are strained or dis- 
rupted, if frictions occur and persist, the patient 
will suffer—just as he will benefit if, on the 
other hand, harmony and understanding 
prevail. 

One series now under way is analyzing the 
dynamics of physician-head nurse relationship 
within the framework of ward routines as devel- 
oped over a long period of medical practice 
in institutions. 

Another series of studies is exploring the as- 
sociation of nursing service personnel with 
patients, including not only the head nurse but 
the patient staff and student 
technicians, and at- 


contacts of 


nurses, social workers, 


tendants. Are the working relations between 
patient and nonmedically oriented personnel 
warmer and more intimate (and perhaps there- 
fore more constructive) than those which exist 
on a more formalized medico-nursing level ? 
What effect may this situation have on patient 
An- 


swers to these questions are expected as the 


cooperativeness and ultimate recovery ? 


research progresses. 

Dr. Simmons (4) is using the recorded inter- 
view technique for the compilation of data and 
has held many conferences with the nurses of 
New York Hospital in which he has explained 
both the purpose of his studies and the study 
method. ‘The response from nursing person- 
nel—all the way from the student nurse to the 
nurse administrator—has been enthusiastic, in- 
dicating the high regard nurses have today for 
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research designed to shed light on the nurs- 
ing aspects of patient well-being. It is ex- 
pected that some of the preliminary findings 
of these studies may be published during 1952. 


Management Studies 

Many hospitals are engaged in analyzing 
nursing service units to find out whether or not 
there is a costly misuse of professional nursing 
personnel and, if so, how this may be remedied. 
An example of investigation along these lines 
(prompted by the acute shortage of nursing 
personnel and the need for better utilization 
of the existing supply) is a project being con- 
ducted in selected hospitals in Michigan under 
the direction of Harper Hospital in Detroit 
and with the cooperation of Wayne University. 

Other hospitals desiring to study their own 
situations requested the Division of Nursing Re- 
sources, Public Health Service, to devise a 
method of studying nursing service activities 
on various levels so that data may be compiled 
leading to changes and improvements in respon- 
sibilities and functions. 

Serious consideration was given to the ques- 
tion of where such studies should begin. On 
the administrative level, with the director of 
With staff nurse, at the level 
of closest nurse-patient contact? Or, between 
those extremes, with the head nurse, whose 


nursing service ? 


key role in ward management makes her the 
focal point in the kind and amount of care 
afforded patients ? 

It was decided to study head-nurse activi- 
ties first, for, in the kaleidoscope of her day, 
the head nurse must be all things to all peo- 
ple, and direct services which impinge upon 
patient well-being. She is the doctor’s most 
direct source of information about patients; 
she is the link between ward personnel and 
Other departments of 
the hospital serve patients through her, and 
families and friends of patients turn to her 
for guidance and facts about progress and ulti- 
mate 


hospital management. 


recovery. Her responsibilities range 
from specific problems of administration to 
the more subtle aspects of patient education 
and maintenance of a happy as well as effi- 
cient environment for everyone on her ward. 

In conjunction with the Massachusetts Gen- 
eral Hospital, the Division of Nursing Re- 
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sources conducted a 5-day pilot study from 
which a study method was developed and ap- 
plied in five wards of the hospital early last 
year. The results of the study have been pub- 
lished (5) and the method has been spelled out 
in a manual (6) which was issued last June. 
This method is now undergoing extensive field 
trials. 

The Massachusetts General Hospital study 
disclosed that head nurses were spending about 
half their time in activities related to the care 
of patients. It also showed that, despite the 
employment of clerks on the wards, a third of 
the remaining activities could have been per- 
formed by clerical or other personnel. 

While the ratio of patient care to total time 
was a wholesome one, other areas of head-nurse 
responsibility did not show up so well. For 
example, she had only 14 minutes each day for 
making assignments, 3 minutes for supervision, 
guidance, and evaluation of staff performance. 
She was able to find only 21 minutes a day, 
at widely separated short intervals, for teach- 
ing students and staff; the function of patient 
education received only 10 minutes of her time. 
However, observation of patients revealed well- 
cared-for, contented patients. This raises ques- 
tions as to whether our assumptions as to the 
proper functions of a head nurse need to be 
examined and revised. 

When units showed a relatively low number 
of hours of care per patient, the head nurse 
was providing the necessary patient care which 
professional and nonprofessional (staff) per- 
sonnel would have given if they had been avail- 
ible. She was also spending time on check- 

« and serving trays, which might have been 
allocated to the dietary or other departments. 

On the basis of these findings, is the head 
nurse’s time producing dollar-for-dollar value 
to patients and to the hospital? Is it provid- 

“ a work situation which produces satisfac- 
tions for the head nurse in terms of use of her 
special management skills and _ professional 
knowledge ? 

\fter participating in the study, head nurses 
«t MGH said that they were better able to 
see how they could organize their plans more 
ellectively, why they should—and how they 
cold—delegate many of their duties, and to 
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recognize the need to restudy and to reorgan- 
ize work schedules for ward clerks. ‘The hos- 
pital itself was able to see that service to pa- 
tients could be improved if the head nurse 
could be relieved of duties reassignable to 
clerks and other personnel, and apply that addi- 
tional time to supervision of patient care and 
personnel administration. 

Thus, with facts on how head nurses spend 
their time, hospitals can put themselves in the 
position of helping their head nurses spend it 
more effectively and can cooperate with nurs- 
ing service administrators in an effort to de- 
velop improved methods of staffing. 

Additional studies will determine how héad- 
nurse activities have been affected by reorgani- 
zation resulting from this study; one project 
will attempt to determine how the use of nurs- 
ing service “team assignments” may alter the 
pattern of head-nurse activity. 

During the year ahead, the Division of Nurs- 
ing Resources and interested hospitals will co- 
operate again in further nurse-management 
studies. For example, during the past year, in 
efforts to find ways of reducing the cost of 
nursing service, the division raised the ques- 
tion of whether or not the functions now per- 
formed by supervisors might be assigned to 
other personnel. The position of supervisor 
was established when not every ward had a head 
nurse. However, present-day medical care, 
with its rapid turn-over of patients and concen- 
tration of acutely ill patients, requires that each 
nursing unit have a full-time head nurse. 
Under these circumstances, the activities of 
the supervisor may need reallocation. New 
study methods will be devised to find out 
whether or not this may be so and, if so, to 
what extent the present nursing administra- 
tive staff might be reduced or would need to be 
augmented. 


Summary 


The foregoing has presented a brief sample 
of the kind of analytical studies in which nurses 
and nursing organizations are participating. 
The fact that these studies utilize the research 
skills not only of professional nurses but of re- 
lated experts—social scientists, statisticians, 
anthropologists, industrial management engi- 
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neers—shows the growth of nursing in its ca- 
pacity to work with others in solving problems 
directly associated with the improvement of 
service to people. Research in nursing func- 
tions and nursing service administration gives 
high promise of better patient care and more 
economical utilization of nursing personnel in 
the future. 
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Bacterial diseases: 


Mycology: 


Parasitic diseases: 


Rabies, April 7-11; December 1-5. 
Syphilis: 


8-19; October 13-24. 


Venereal diseases, May 12-16. 


Venereal diseases, May 12-16. 





CDC Laboratory Training Courses, 1952 


The laboratory training courses given by the Communicable Disease Center 
of the Public Health Service have been scheduled for 1952 as follows: 


Part 1. General bacteriology, February 11-22; September 2-12. 

Part 2. General bacteriology, February 25—-March 7; September 15-26. 
Enteric diseases: Enteric bacteriology, March 10-21; September 29—October 10. 
Microbiology for public health nurses, May 19-23. 


Part 1. Cutaneous and subcutaneous fungi, March 31—April 11. 
Part 2. Systemic fungi, April 14-25. 


Part 1. Intestinal parasites, February 11—March 7; September 2-26. 
Part 2. Blood parasites, March 10-28; September 29-October 17. 
Pulmonary mycoses, November 24-December 12. 


Serology, January 14-25; March 10-21; April 14-25; May 12-23; September 


Preparation and use of controls in serologic tests, November 3-21. 
Tuberculosis, April 14-25; November 10-21. 


Virus diseases, March 10-21; November 10-21. 
Courses in laboratory diagnosis designed for laboratory directors, senior labo- 
ratory staff members, physicians, and others of comparable professional standing: 
Bacterial diseases, May 12-16; October 27-31. 
Parasitic diseases, May 12-16; November 10-14. 
Tuberculosis, May 19-23; November 3-7. 


Virus diseases, May 12-16; November 24-28. 
Medical mycology: Laboratory methods, November 17-21. 
Treponema pallidum: Immobilization test, May 19-23. 
Information and application forms should be requested from the Officer in 
Charge, Laboratory Training Services, Communicable Disease Center, Public 
Health Service, P. O. Box 185, Chamblee, Ga. 


Public Health Reports 














— 









ports 


aes 


on eee 


™ 


—_______——— 








Tuberculosis Case-Finding Survey Program 


Of the Veterans Administration 


By LEO V. SCHNEIDER, M. D., M. P. H., 
and MORTON ROBINS, M. S. P. H. 


Taking routine chest X-rays of patients ad- 
mitted to hospitals has been strongly advocated 
by the National Tuberculosis Association, the 
American Hospital Association, and the United 
States Public Health Service as a practicable 
and useful procedure. However, despite all the 
efforts by the national and State agencies con- 
cerned with medical care, public health, and 
hospital administration, limited progress has 
been made up to the present time in the develop- 
ment of a tuberculosis case-finding program in 
general hospitals. Only a small fraction of 
the general hospitals in the United States are 
reported to have a program in operation (/, 2). 

Tuberculosis acquired by hospital personnel 
is usually considered an occupational disease 
and is therefore a financial liability of the hos- 
pital. Like any other large industry, hospitals 
must protect their employees from occupational 
hazards. When the relatively small cost of rou- 
tine radiography of patients on admission to 
hospitals and a thorough case-finding program 
for personnel is compared to the expenses in- 
curred by lost earnings, medical care, and com- 
pensation, failure to take proper steps in 





Dr. Schneider is chief of the tuberculosis con- 
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Medicine and Surgery, Veterans Administra- 
tion, Washington, D. C. 

This study was presented before the Ameri- 
can Public Health Association, November 2, 
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prevention of “occupational tuberculosis” is 
incomprehensible. Nevertheless, it appears 
that the slow progress of general hospitals in 
undertaking such a program has been prin- 
cipally ascribed to financial considerations. 

The importance of chest X-ray surveys be- 
comes increasingly evident when one considers 
that in approximately one-half of all cases in 
which pathology is discovered by X-ray, no 
correlation can be established between the sig- 
nificant tuberculous lesions detected on the 
roentgenograms and any existing clinical symp- 
toms or physical findings. Apparently, X-ray 
detects early structural tissue changes when 
clinical symptoms and physical findings are 
negligible or absent. Successful treatment is 
naturally more assured in cases diagnosed be- 
fore destruction of lung tissue has taken place. 

The effectiveness of a tuberculosis case-find- 
ing program has been adequately demonstrated 
by various reports published during the past 10 
years (3, 4,5,6). Still, the program has been 
viewed with reservations by some hospital ad- 
ministrators, possibly because of the fact that, 
in the main, the findings have been based upen 
surveys of relatively small groups of in- 
patients. Our purpose in this paper is to re- 
port the results of the Veterans Administration 
tuberculosis case-finding program extending 
over a period of 18 months—from October 1, 
1949, to April 1, 1951—and based upon over one 
million chest X-rays. Asa guide to those con- 
templating the initiation of a similar program, 
we have also outlined the general procedures 
currently in operation in all Veterans Admin- 
istration medical installations. 
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The Program 


The Veterans Administration tuberculosis 
case-finding survey program began in August 
1945. It was fully implemented on a broad 
scale, with complete reporting in September 
1949. This program, particularly as it relates 
to the screening of in-patients, has proved to be 
the most effective of the several control meas- 
ures adopted by the Tuberculosis Division for 
the protection of patients and personnel. 
The program, in brief, is this: 


1. In-patients and out-patients: 

(a) A chest X-ray is obtained for each 
hospitalized veteran at the time of admission 
and for each out-patient at the time of sched- 
uled examination if none has been made within 
6 months. Thus, any veteran who comes for 
treatment or examination will get a chest X-ray 
if he has not had one within 6 months. 

(b) Periodic chest X-rays are taken of all 
chronic general and neuropsychiatric in-pa- 
tients every 12 months. 

2. Personnel: 

(a) All employees in regional offices and 
hospitals are given chest X-rays at the time of 
employment and when transferred to another 
installation or separated from employment. At 
12-month intervals, employees are re- 
examined roentgenographically. In addition, 
hospital employees are given a tuberculin test 
(Mantoux) at the time of employment. 

(4) For tuberculosis-control purposes, hos- 


6- or 


pital employees are divided into two general 
groups: (1) those who are not regularly ex- 
posed to tuberculosis patients or contaminated 
materials, (2) those who are regularly exposed. 
Negative reactors to tuberculin among em- 
ployees in group 1 receive Mantoux tests at 
intervals of not more than 6 months and chest 
X-rays at intervals of not more than 12 months. 
Should an employee in this group show sensi- 
tivity following a prior negative reaction, he is 
immediately given a chest X-ray; roentgeno- 
grams are repeated at 3-month intervals over a 
period of 18 months; and chest X-rays are 
scheduled at 12-month intervals. 

For nonreactors among group 2 employees, 


9 


tuberculin tests are repeated every 3 months 
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while the employee remains in this group. 
Should the test become positive following a 
prior negative reaction, the employee is imme- 
diately given a chest X-ray ; X-rays of the chest 
are then taken every 3 months over an 18- 
month period, after which time routine X-rays 
at 6-month intervals are made. 


3. Follow-up and reporting procedures: 


(a) Photofluorography with 35-mm. or 
70-mm. roll films, or 4 x 5 inch single films is 
used for screening purposes. Cases with suspi- 
cious chest pathology are immediately followed 
up with another X-ray on a 14 x 17 inch film 
and by careful laboratory and clinical studies. 
When the follow-up examination revises the 
initial findings, a corrected report is prepared. 

(6) X-ray findings of active, inactive, and 
suspected tuberculosis or pleurisy are reported 
on a specially designed VA Form 10-2861. 
Positive and negative findings are tallied by 
each reporting installation, and a summary re- 
port, VA Form 10-7384, together with individ- 
ual case reports, is submitted quarterly for 
review, tabulation, and analysis by the tubercu- 
losis control section. 

(c) Instructions covering the tuberculo- 
sis case-finding survey program provide specifi- 
cally that no person will be admitted to the 
survey group if a tentative or previous diagno- 
sis of tuberculosis had been made. Thus the 
program is restricted to the detection and re- 
porting of tinknown cases. 


Findings 


The data presented in this paper are not those 
obtained from the impressions of the “screen- 
ing” X-ray, but have, in most cases, been veri- 
fied on the basis of follow-up X-rays, labora- 
tory, and clinical evidence. Furthermore, de- 
spite the significant number of cases of other 
chest pathology, such as bronchogenic carei- 
noma, lung abscess, bronchiectasis, cystic disease 
of the lung, and cardiovascular abnormalities, 
these diseases have not been included in this 
analysis since they do not enter into a tubercu- 
losis control program. However, in many in- 
stances routine chest X-ray detects these other 


chest conditions at a stage early enough to per- 
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Table 1. 


Number of new cases of tuberculosis, by clinical status, found on routine X-ray of Veterans 


Administration in-patients, oul-pationts, and personnel, October 1949—March 1951 


Persons 


inane 4 aeten enneeinn 
Category of persons surveyed surveyed 


Number! 


Active 





Clinical status 


Inactive Suspected 


| 

| Percent of 
persons 

| surveyed 


Percent of 
persons 
surveved 


Percent of | 
persons 
surveyed 


Number Number 





Grand total _- oe 1, 091, 708 |_ 6, O65 ) 0.55 | 17, 450 1.60 | 7, 729 0. 71 
ee —— | 120 3, 563 . 74 8, 079 1. 68 4, 637 96 
Veterans of World War II______| 293, 611 1, 850 .63 | 2, 967 1. 01 2, 067 . 70 
Other veterans- _ _- | 188,509 | 1,713 | o11 & 122 2 7 2, 570 1. 36 
Out-patients_ ___. 404,040 | 2, 250 | .56 | 6, 424 1.59 | 2, 436 60 
Veterans of World War II 316, 363 1, 435 | . 45 3, 721 1.18 1, 488 . 47 
Other veterans - - 87, 677 815 | 93 2, 703 3. 08 948 1. 08 
VA personnel___-_--- 5 205, 548 232 | 11 2, 947 1. 43 656 32 
In hospital___ - a | 190, 175 212 | .11 | 2,761 1. 45 578 30 
Tuberculosis hospitals - - - - - 29, 270 | 37 13 | 641 2.19 70 24 
Neuropsychiatric hospitals _ - 49, 409 | 48 10 885 1.79 127 26 
General medical and surgical | | 
hospitals___- _ - -----| 111, 496 | 127 | 11 | 1,235 | 1.11 381 . 34 
Total in regional office - “ 15, 373 20 | 13 | 186 1. 21 78 51 
| 
mit a favorable prognosis when delay in diag- cent higher than that found among the out- 


nosis might have been fatal. 

During the 18 months of the tuberculosis 
case-finding survey, 1,091,708 chest X-rays were 
taken of patients and employees. Of this 
group, 6,045, or 0.6 percent, were diagnosed as 
having active pulmonary tuberculosis. In ad- 
dition, 17,450 persons, or 1.6 percent, showed 
lesions which represented inactive tuberculosis, 
and at the time of report 7,729 individuals, or 
0.7 percent, were tentatively classified as having 
“suspected” tuberculosis. Perhaps a clearer 
concept of the magnitude of the program and 
its effective yield, in terms of tuberculosis case 
finding, might be obtained if these figures are 
recast to present our experience for a given 
month. Consider these facts: On the average, 
over 60,000 persons are being surveyed monthly, 
and each month we are discovering more than 
350 active cases of pulmonary tuberculosis and, 
in addition, about 1,000 inactive cases. 

In table 1 are summarized findings for each 
of the three major categories of persons sur- 
veyed: in-patients, out-patients, and personnel. 
The highest prevalence of clinically significant 
tuberculosis was found among the in-patient 
group (7.4 out of every 1,000 patients sur- 
veyed). This yield was approximately 30 per- 
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patients surveyed (5.6 per 1,000), and about 
seven times that observed among personnel (1.1 
per 1,000). However, these over-all compari- 
sons of the discovered cases per unit group 
X-rayed should be adjudged critically. To 
forecast the relative yields from routine surveys 
of in-patients as compared to out-patients, it is 
necessary to take into account the characteris- 
tics of the respective groups with reference to 
such factors as age, race, sex, and economic 
status. For example, the detailed findings pre- 
sented in table 1 disclose that we actually found 
a higher prevalence of active 
tuberculosis out-patients than 
among younger in-patients. 


significantly 


among older 


In-Patients 

Approximately one-half million chest X-rays 
were taken on veterans in the 98 general hos- 
pitals and the 34 neuropsychiatric hospitals 
operated by the Veterans Administration. It 
is estimated that 90 percent of the total number 
surveyed were veterans admitted to these hos- 
pitals during the report period, the remainder 
being the chronic patients, predominantly psy- 
chotic, who received periodic chest X-rays. 

Evidence of manifest tuberculosis, active and 
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inactive, was present in 11,642, or 2.42 percent 
of the 482,120 in-patients; and of these, 3,563, 
or 0.74 percent, were classified as having active 
tuberculosis. In addition, 4,637 patients were 
tentatively diagnosed as “suspected” tubercu- 
losis cases. A sample survey of this suspected 
group indicated that about 10 percent of them 
would ultimately be found to have active dis- 
ease. Thus, it is estimated that approximately 
4,000 patients, or 0.8 percent of the total in- 
patients surveyed, were discovered to have ac- 
tive tuberculosis. This figure is comparable to 
previously published results of chest X-ray sur- 
veys on patients admitted to general hospitals. 
Bryant (2) recently summarized the findings in 
six such surveys in which the prevalence of 
active tuberculosis varied from 0.4 to 1.8 per- 
cent. However, as was indicated by Bryant, 
these data are not strictly comparable because 
of differences in the methods employed in classi- 
fying the patients. In the three studies in 
which the X-ray findings were verified by clini- 
cal and laboratory evidence, the prevalence of 
unsuspected, active tuberculosis was between 0.4 
and 0.6 percent (3, 4,7). In any case, it seems 
quite evident that the yield of unsuspected, ac- 
tive tuberculosis from surveying in-patients in 
general hospitals is at least four times, and 
probably as much as eight times, as high as that 
found in surveys of cross sections of the general 
population, or of large industrial groups. 
Marked variation in the prevalence of clini- 
cally significant tuberculosis among in-patients 
in different age groups has been indicated by 
several investigators (3, 8). It has also been 
reported that with advancing age, the preva- 
lence of tuberculosis among males was higher 
than among females. Moreover, Bloch and 
Tucker (9) found almost twice as much clini- 
cally significant tuberculosis among their Negro 
out-patients as among the white group surveyed. 
Unfortunately, our current reporting proce- 
dures do not permit the analysis of differences 
Com- 
parisons are possible, however, between two 


in prevalence according to race and sex. 


groups of patients which may be considered as 
representing the variation to be expected with 
regard to age. We group separately veterans 
who served during World War II and those who 


Prac- 


had other periods of military service. 
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tically all World War II veterans are under 50 
years of age, whereas the “other veterans” 
group is principally comprised of veterans over 
50 yearsofage. The average age of each group 
is approximately 32 and 60 years, respectively. 
The prevalence of active tuberculosis was ap- 
proximately 45 percent higher among the older 
in-patients (9.1 per 1,000) than among the 
younger group (6.3 per 1,000). Moreover, as 
might be expected, almost three times as much 
inactive tuberculosis was discovered among the 
older in-patients (27.1 per 1,000) as among the 
younger group (10.1 per 1,000). The relatively 
high yield of both active and inactive tuber- 
culosis among in-patients over 50 years of age 
is of special significance, in view of the fact 
that many persons in this group with significant 
tuberculosis usually do not participate in volun- 
tary community-wide chest surveys (10). 

From the data assembled in table 2, it ap- 
pears that the prevalence of both active and 
inactive tuberculosis among in-patients sur- 
veyed in our general hospitals was slightly 
higher than that observed among the patients 
surveyed in our neuropsychiatric hospitals. 
The lower rate among neuropsychiatric pa- 
tients is probably related to the fact that the 
major part of this group is comprised of pa- 
tients resident in these institutions for many 
years, who have received periodic chest X-rays. 
The prevalence of tuberculosis among this 
group should reasonably be lower than that 
among current admissions. It is, therefore, not 
proper to assume that our reported findings 
represent differences in tuberculosis prevalence 
between general and neuropsychiatric patients 
currently being admitted into our hospitals. 

It is generally agreed that only about 15 per- 
cent of sanatorium patients are admitted with 
minimal disease, and about 70 percent are ad- 
mitted with far-advanced disease. In our case- 
finding experience (table 3) 23 percent of the 
3,563 in-patients discovered with active tuber- 
culosis were classified as having minimal dis- 
ease. Of special significance is the fact that 
only 37 percent of these in-patients were in the 
far-advanced stage. 


Out-Patients 
Over 400,000 out-patients were surveyed dur- 
ing the period covered by this report. Evi- 
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Table 2. Number of new cases of tuberculosis, by clinical status, found on routine X-ray of Veterans 
Administration in-patients in general and neuropsychiatric hospitals, October 1949—March 1951 





| 
| 


Persons 


Active | 


Clinical status 


| 
Inactive | Suspected 








Category of in-patients surveyed surveyed 





Number | 


’ 
| Percent of | Percent of 


| 

| Percent of | | 

persons |Number| persons 
| 


persons 
surveyed | 
| | 


Number 





surveyed | surveyed 











482, 120 


NE nce wsiemetcemneinsineeae 


General medical and _ surgical 
a aan ee 411, 495 3, 
Neuropsychiatric hospitals - - - - - - 70, 625 
World War II veterans__._....._-_-- 293, 611 1, 
General medical and surgical 
is oe 251, 272 i 


42, 339 


Neuropsychiatric hospitals - - - - - 2 
188, 509 i 


PN a6 io et ae eae 
General medical and surgical 
EE eee Ae 
Neuropsychiatric hospitals - - - - - - 





160, 223 | 1, 
28, 286 





| 
3, 563 | 


113 
450 
850 


668 
182 
713 


445 
268 


0.74 | 8,079 | 168 | 4,637 0. 96 
76 | 7, 104 | 1.73 | 4,129 | 1. 00 
64 975 1. 38 | 508 72 

.63 | 2, 967 1.01 | 2,067 70 
| | | 
66 | 2,586 | 1. 03 1, 898 | « 76 
43 | 381 | 90 169 | . 40 
91 | 5,112 2.71 2, 570 | 1. 36 
90 | 4,518 | 2.82) 2,231 | 1. 39 
95 | 594 2.10 | 339 | 1. 20 
| 








dence of significant tuberculosis, active and in- 
active, was discovered in 8,674 out-patients, or 
2.2 percent of the total group surveyed; and of 
these, 2,250, or 0.6 percent, were classified as 
having active tuberculosis. At the time of the 
report, an additional 2,436 out-patients were 
tentatively classified as “suspected” cases. 
When these findings are compared with the 
Negroes and expectant mothers who comprised 
the 40,000 out-patients surveyed by Bloch and 
Tucker, it would appear that these two special 
vroups of out-patients have higher tuberculosis 
prevalence rates than the veterans treated in our 
out-patient clinics (9). 

The differential observed in prevalence rates 
among in-patients of different age groups is 
also found to exist to an even greater degree 
among the out-patients surveyed. QOut-patients 
over 50 years of age were observed to have a 
prevalence rate of active tuberculosis almost 
twice that found among the younger out-pa- 
tients (9.3 as compared to 4.5 per 1,000) ; and 
the yield of inactive tuberculosis among the 
older group was approximately three times that 
among the World War II veterans surveyed 
(50.8 as compared to 11.8 per 1,000). 

The distribution of the 2,250 active tubercu- 
losis cases among the out-patients, according to 
extent of pulmonary involvement, is given in 
table 3. Only 23.7 percent of the total active 


Vol. 67, No. 2, February 1952 


cases were in the far-advanced stage, and in 
29.3 percent, the disease was minimal in extent. 


Employees 


The program of routine chest X-ray exami- 
nations of professional as well as nonprofes- 
sional personnel employed in Veterans Admin- 
istration hospitals and regional offices resulted 
in discovering 232 persons with active pulmo- 
nary tuberculosis among the 205,548 persons 
examined, a prevalence rate slightly higher 
than 1 per 1,000. Almost 3,000 employees were 
found to have inactive tuberculosis and were 
placed under close supervision. In addition, 
656 employees were, at the time of report, classi- 
fied as “suspected” cases. 

No significant differences were observed in 
the prevalence of active tuberculosis among the 
personnel employed in our regional offices and 
those employed in our tuberculosis, neuropsy- 
chiatric, and general hospitals. However, the 
prevalence rate of inactive tuberculosis among 
personnel employed in our tuberculosis hospi- 
tals was significantly higher than that observed 
among employees in our other medical installa- 
tions. This finding is probably related to the 
fact that some persons with arrested tubercu- 
losis preferentially seek employment in a tu- 
berculosis hospital, where they find a better 
understanding of the nature of their disability. 
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Table 3. Number of new cases of active tuberculosis, by extent of disease, found on routine X-ray 
of Veterans Administration in-patients, out-patients and personne!, October 1949—March 1951 





Extent of disease 





Number 
of active 


Category of persons 
surveyed 


Minimal 


| Moderately ad- | 
vanced 


Far advanced 





Number | 


| Percent of Percent of | | Percent of 








cases 
Grand total 6,045) 1 

In-patients_ 3, 563 | 
Veterans of World War II 1, 850 

Other veterans _ _ - - ‘ 1, 713 | 

Out-patients_- 2, 250 | 
Veterans of World War II 1, 435 
Other veterans 815 
VA personnel aimed 232 
In hospital : 212 
Tuberculosis hospitals 37 

Neuropsychiatrie hospitals 48 | 


General medical and surgical | 
hospitals rere 127 
In regional offices 





The observed prevalence of active tubercu- 
losis among Veterans Administration personnel 
(1 per 1,000) is similar to the rate usually re- 
ported for adults examined in community-wide 
and industrial surveys. This finding indicates 
that the extensive tuberculosis control program 
currently in operation has probably removed to 
a considerable extent any special risks attendant 
upon employment in Veterans Administration 
medical installations. 

Of perhaps greatest significance is the fact 
that, of the 232 cases of active tuberculosis dis- 
covered among VA personnel, 151 (65.1 per- 
cent) had minimal lesions, 66 (28.4 percent) 
were moderately advanced, and only 15 cases 
(6.5 percent) were far advanced. Inquiry is 
being made into the circumstances which per- 
mitted these 15 employees to escape detection 
during the period when the disease was in the 
arly stages. 


Discussion 


On the basis of our experience in initiating 
and supervising a tuberculosis case-finding sur- 
vey among in-patients, out-patients, and per- 
sonnel, it is believed that this program can only 
be effective when it becomes a permanent proce- 
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active Number active Number! active 

cases cases cases 
27. 1 2, 537 42.0 1, 870 30. 9 
23. 2 1, 414 m7i hae 37. 1 
22. 2 747 40. 4 | 693 37. 5 
24.3 667 38. 9 629 36. 7 
29. 3 1, 057 47.0 | 533 | 23. 7 
29. 2 689 48. 0 | 327 22 8 
29. 6 368 45. 2 206 | 25. 3 
65. 1 66 28. 4 15 | 6. 5 
65. 1 60 | 28. 3 14 | 6. 6 
67. 6 | 9 | 24.3 a4 8. 1 
62. 5 12 25. 0 | 6 13. 5 
65. 4 | 39 | 30. 7 5 3.9 
65. 0 6 | 30. 0 1 5. 0 





dure and is placed under the direction of 
physician designated as the program coordi- 
nator, preferably one trained in the treatment 
of tuberculosis. Unless these steps are taken, 
hospitals will find it difficult to provide the fol- 
low-up work that is needed, and to correlate 
the efforts of the various departments of the 
hospital. The survey cannot be considered as 
a device limited merely to finding a case; the 
real purpose of the program is to locate all in- 
dividuals with early tuberculosis and place 
them under proper supervision and treatment. 

A continuous mass survey of a large segment 
of the general population, such as Veterans Ad- 
ministration beneficiaries, will not only reduce 
the incidence of tuberculosis in that specific 
group, but will also affect the morbidity and 
mortality of the general population through 
the removal of sources of infection. While our 
program has been in full operation for only a 
comparatively short time, the prevalence rates 
among our surveyed groups already appear to 
be on the decline. This trend is particularly 
evident in the decreasing prevalence rates of 
active tuberculosis among the employees 
surveyed. 

Sixty to eighty million persons in this coun- 
try annually seek medical care for one or more 


Public Health Reports 
















— eee 
























~ 
—_ 


DOr CO ISTO | 


—_ ~ 
™_=<s 


- 


2 


in die imenetie 








complaints, and of these, approximately 16 
million enter general hospitals. If it is recog- 
nized that the prevalence of tuberculosis among 
them is significantly higher than among the 
general population, a routine chest X-ray of 
these persons may be deemed an essential com- 
munity health service. 


Summary 


1. This paper reports the findings of the Vet- 
erans Administration tuberculosis case-finding 
survey program extending over a period of 18 
months and based upon over one million chest 
X-rays. The control measures and reporting 
procedures constituting this program are also 
outlined. 

2. Six thousand and forty-five persons, or 
0.6 percent of the surveyed group, were dis- 
covered to have active pulmonary tuberculosis. 
In addition, 17,450 persons had inactive tuber- 
culosis, and 7,729 individuals were tentatively 
classified as “suspected tuberculosis” cases. 

3. Among the half million in-patients sur- 
veyed, approximately 4,000, or 0.8 percent, were 
found to have active tuberculosis. Of these, 
23 percent were classified as having minimal 
disease; 40 percent, moderately advanced; and 
only 37 percent, far advanced. 

!. On the basis of our experience and that of 
other investigators, the yield of unsuspected, 
active tuberculosis among in-patients in gen- 
eral hospitals is at least four times, and prob- 
ably as much as eight times, that derived from 

onmunity-wide chest X-ray surveys. 

>. The prevalence rate of active tuberculosis 
auong the 400,000 out-patients surveyed was 
0.5 percent. Of the out-patients discovered to 
have active disease, 29 percent had minimal 
lung involvement; 47 percent were moderately 
advanced; and only 24 percent were in the far- 
a inced stage. 

v. Among the in-patient and out-patient 
xroups, the prevalence rates of both active and 
inactive tuberculosis were appreciably higher 
lo: veterans 50 years of age and over. 
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7. Some 200,000 chest X-rays were taken of 
Veterans Administration employees. The ob- 
served prevalence of active tuberculosis in this 
group (0.1 percent) is similar to the rate usually 
reported for adults examined in community- 
wide and industrial surveys. Of the employees 
discovered with active tuberculosis, 65 percent 
had minimal lesions ; 28 percent, moderately ad- 
vanced; and only 7 percent, far advanced. 

8. In our opinion, this program has proved 
to be the most effective of the several tuber- 
culosis control measures adopted by the Vet- 
erans Administration for the protection of 
patients and personnel. 
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A Preliminary Report 





Terramycin for Nongonococcic Urethritis 
And Reiter’s Disease 


By R. R. WILLCOX, M. D., and G. M. FINDLAY, M. D. 


The oral antibiotics, aureomycin, chloram- 
phenicol, and terramycin, are perhaps the most 
effective drugs so far discovered for the treat- 
ment of nongonococcic urethritis, although 
there are at present insufficient data to assess 
their relative efficiency, both in nonspecific 
urethritis as a whole and in those forms in 
which virus inclusion bodies and/or pleuro- 
pneumonia-like organisms may be found in 
Giemsa-stained urethral scrapings. 

Using aureomycin, Finland and co-workers 
(7) successfully treated 2 patients, and Will- 
cox and Findlay (2) likewise had success with 
3 of 4 patients, it being noted that pleuropneu- 
monia-like organisms which were present in the 
urethral scrapings before treatment subse- 
quently disappeared. Harkness (3) also suc- 
ceeded in curing 7 out of 10 patients with this 
drug. 

More recently, Chen and Dienst (4) reported 
the cases of 5 patients who improved or recov- 
ered when treated with 3 to 6 gm. of chloram- 
phenicol. Of 12 male patients treated by 
Findlay and Willcox (6) with 3.0 to 15.75 gm. 
of chloramphenicol given over a period of 3 to 
21 days, virus inclusion bodies were found be- 
fore treatment in 6 and pleuropneumonia-like 
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The disease was clinically re- 
Pleuro- 


organisms in 5. 
sistant in 2, and 3 patients relapsed. 
pneumonia-like organisms disappeared from all 
patients, but the inclusion bodies persisted or 
recurred in 4, all of whom were considered 
clinical failures. The successes included 1 
patient with Reiter’s disease who was given 
15.75 gm. of chloramphenicol over a 3-week 
period. On the other hand, Harkness (6) 
quoted Harman (personal communication) as 
having treated unsuccessfully 1 patient having 
Reiter’s disease with this drug, although Korb 
and Brown (7), also in a single case, had steady 
improvement after treatment with aureomycin. 

The present paper concerns the use of terra- 
mycin, an orally administered antibiotic pre- 
pared from Streptomyces rimosus. Twenty 
male patients with nonspecific urethritis, in- 
cluding two patients with Reiter’s disease, and 
six female consorts were treated. The work 
has been controlled by the examination, both 
before and after treatment, of Giemsa-stained 
urethral scrapings. 


Male Cases 

Of the 20 patients treated, the urethritis was 
uncomplicated in 15, in 1 it was complicated by 
epididymitis, in 1 by chronic prostatitis, in 1 
by cystitis, and in 2 by Reiter’s disease. The 
average age was 33.9 (extremes 23 to 44) years. 
Treatment previously had been given to 9 
patients (some patients have had more than 
one drug) : 5 had received sulfonamides (after 
treatment 3 were still virus positive) ; 4 had re- 
ceived penicillin (3 were still virus positive 
after treatment) ; and 3 had received chloram- 
phenicol, one with aureomycin in addition, after 
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which treatment 2 were found to be virus posi- 
tive. One man, previously untreated, was re- 
ceiving cortisone for rheumatism. 

Before treatment with terramycin, 14 patients 
showed inclusion bodies and 6 did not. Both 
patients having Reiter’s disease showed inclu- 
sion bodies, and these patients were also the only 
2 to show pleuropneumonia-like organisms. 
Routine tests were performed to exclude gonor- 
rhea and syphilis, and Giemsa-stained urethral 
scrapings were examined before and repeatedly 
after treatment. A routine urethral culture on 
blood agar was made before and after treatment 
on 12 of the patients. 

Except for 1 patient who was given 3 gm. of 
terramycin over 5 days, 1 patient who was given 
3.75 gm. over 4 days (which dosage was dictated 
by toxic effects), and 1 patient with Reiter’s 
disease who failed to respond and therefore re- 
ceived 19.25 gm. in two uninterrupted courses 
over a 14-day period, the remainder of the 20 
patients received 6 to 12 gm. of terramycin over 
5 to 7 days. 


Results 


Clinical. All patients except one having 
Reiter’s disease responded clinically. 

Cultural. ‘The organisms grown on urethral 
cultures bore no relationship either to the 
severity of the condition of the patient or to 
the outcome of treatment. Cultures were per- 
formed on 12 patients and the organisms re- 
ported before and after treatment in the num- 
ber of cases concerned are shown in table 1. 

Giemsa-stained scrapings. Before treatment 
14 patients showed inclusion bodies, 2 with 
pleuropneumonia-like organisms in addition, 
and 6 showed neither. The 6 patients with 
negative test results were observed without evi- 
dence of relapse for 1 to 10 post-treatment 
‘hecks: 1 patient at the fourteenth post-treat- 
ment day, and the remainder of the patients 
over 33 to 128 post-treatment days. The 14 
patients showing inclusion bodies before treat- 
ment had 1 to 10 post-treatment checks: 3 
patients at 6 to 14 days; the remainder, between 
“3 and 98 days. The one patient with Reiter’s 
disease who did not respond clinically and an- 
other patient whose condition was complicated 
by prostatitis were pathologic failures, the in- 
‘lusion bodies persisting in spite of treatment 
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Table 1. Findings in urethral cultures of 12 patients with 
nongonococcic urethritis, before and after treatment with 





terrramycin 
Number of patients 
aaa 

l'ype of organism | Pete | Altes 

treat- | treat- 

ment ment 
Staphylococcus albus- 10 | Ss 
Staphylococcus aureus 1 | 0 
Coliforms 3 | 1 
Streptococci-_. iitiai 1 | 0 
Diphtheroids 4 | 3 
Saprophytes ae a 2 


with terramycin. The pleuropneumonia-like 
organisms disappeared at once from the 2 
patients in whom they were found. 


Complicated Cases 


Five of the fourteen virus positive cases were 
complicated and are considered in greater 
detail. 

Two patients had Reiter’s disease. One, a 
man with a history of two previous attacks, 
showed conjunctivitis of 8 days’ duration, an 
effusion into the right knee joint, and a painful 
elbow. Both virus bodies and pleuropneu- 
monia-like organisms were demonstrated in the 
urethral scrapings. The patient was given 250 
mg. of terramycin orally three times daily but, 
on the third day, his symptoms increased in 
severity and he was admitted to the hospital. 
Some days iater the course of terramycin was 
resumed but there was no clinical improvement 
(sedimentation rate, 55 mm. in 1 hour), and 
the virus bodies persisted in the urethral scrap- 
ings even after 19.25 gm. had been given. The 
pleuropneumonia-like organisms, however, dis- 
appeared at once and the patient’s urethral dis- 
charge and urine cleared. Virus bodies were 
still detected 52 days after the onset of treat- 
ment in s»ite of three sessions of artificial 
fever induced by intravenous typhoid-paraty- 
phoid A and B (T. A. B.) vaccine. He was 
discharged from the hospital 47 days after the 
onset of treatment and, when seen at 67 days, 
no inclusion bodies were observed. 

The second patient with Reiter’s disease had 
had four previous attacks within 6 years. At 
the time of examination there was an abacterial 
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urethritis with pronounced keratoderma of the 
Both virus bodies 
were 


penis, but no other signs. 

and pleuropneumonia-like 
demonstrated in the urethral scrapings. Pre- 
liminary local treatment with Castellani’s paint 
for 1 week was applied unsuccessfully to the 


The patient was then given 6 gm. of 


organisms 


penis. 
terramycin orally, over a period of 6 days. The 
urethritis cleared up at once and the keratosis 
improved dramatically, although it took vir- 
tually 26 days for the keratosis to disappear 
without the use of other methods. Neither virus 
bodies nor pleuropneumonia-like organisms 
could be demonstrated at any of four post- 
treatment checks over a period of 49 days. The 
wife of the patient also was examined but no 
inclusion bodies or pleuropneumonia-like or- 
ganisms were found; it was stated that marital 
intercourse had not taken place during the 
previous 6 months. 

One case of urethritis was complicated by 
epididymitis. Only Staphylococcus albus and 
diphtheroid organisms were demonstrated in 
culture, but inclusion bodies were observed in 
scrapings taken immediately before and during 
a course of 8 gm. of terramycin given over a 
period of 6 days. The urethral discharge dis- 
appeared at once, the epididymis ceased to be 
tender, and the swelling rapidly resolved. 
Moreover, at two post-treatment checks at 16 
and 23 days, respectively, after the onset of 
treatment, no virus bodies were demonstrated 
either in the urethral scrapings or in the pros- 
tatic secretion. The female consort, although 
clinically normal, also showed inclusion bodies, 
which disappeared after 5 gm. of terramycin 
had been given over 5 days. 

One case of a mild urethritis was complicated 
by a chronic prostatitis. Numerous pus cells 
were observed in the prostatic smear, and virus 
bodies were also observed. This patient, who 
had no history of conjunctivitis or keratosis, 
was under treatment with cortisone for an in- 
fected arthritis of the fingers and rheumatic 
pains in other parts of the body, which were 
controlled by this drug. After treatment with 
12 om. of terramycin over a period of 6 days, 
the pus disappeared from the prostatic smear, 
as did the inclusion bodies. Although only a 
negligible amount of pus was noted 22 days 
after treatment, the virus bodies had returned. 
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A further case of urethritis showing inclu- 
sion bodies was complicated by cystitis. Coli- 
form organisms and S. a/bus were grown on 
culture. After 8 gm. of terramycin had been 
given orally over 6 days the urethritis and cys- 
titis cleared, the coliforms disappeared from 
the urine, and no inclusion bodies could be ob- 
served in the urethral scrapings. The patient 
remained well throughout six post-treatment 
examinations over 56 days. 


Female Cases 


Eight female consorts, the average age of 
whom was 26.6 (extremes 19 to 44) years, were 
also examined. Although present in the re- 
mainder of the female patients, virus bodies 
were not found in two patients: One, whose con- 
sort had a nonspecific urethritis without virus 
bodies in the urethral scrapings, possessed a 
large, clean cervical erosion; and the other, the 
wife of a man with Reiter’s disease but who 
denied sexual intercourse for a period of at 
least 6 months, had vaginal thrush. These pa- 
tients were not treated. Of the six in which 
inclusion bodies were found, two had clean, 
apparently almost healed, cervical erosions, one 
had a mild vaginitis which responded clinically 
to carbarsone pessaries, although these had no 
effect on the virus bodies which were seen in 
subsequent smears, while the genitalia of three 
appeared normal in every way. 

The immediate male consorts of four were 
known to be virus positive, one was virus nega- 
tive, and the nature of one was unknown, al- 
though the young female concerned claimed 
that she had given nonspecific urethritis to 
three men in 2 years. These women, except one 
who had toxic symptoms and received only 
2.5 gm. of terramycin over 2 days, received 5 to 
8 gm. over 3 to 6 days and were observed for 
7 to 87 days. The results of post-treatment 
smears of one are unknown, four responded 
satisfactorily, and one was a failure. The fail- 
ure, who had no clinical signs although she 
complained of somewhat heavy and premature 
menstrual periods, was the wife of a man who 
had relapsed three times after chloramphenico! 
treatment and once later after penicillin. After 
a course of terramycin, however, he apparently 
responded. 
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Table 2. Results of terramycin treatment of 20 patients with nongonococcic urethritis and 6 female 
consorts 


Nature of the urethritis 
Treated 


‘ 14) 
Female____6/ 

Virus negative _ __ ee 0 

Female____0/J 6 


Virus positive 


ican erent = 26 | 


i The 1 clinical failure was also a pathological failure. 


Cultures from the urethra and cervix were 
performed on four patients, and these showed 
coliforms, S. albus, and/or diphtheroid organ- 
isms both before and after treatment. 


Toxic Effects 


Of the 26 patients treated, 9 complained of 
side effects, which were mild in 7 and severe in 
2, necessitating the termination of treatment in 
a husband and his wife. Six complained of 
diarrhea or looseness of stools, 4 of nausea or 
vomiting, 1 of water brash, 1 of headache, 1 of 
feeling sleepy, 1 of sore throat, and 3 of sore- 
ness or irritation within or near the rectum. 
Most of these symptoms were trivial in nature. 

The results of treatment with terramycin are 
shown in table 2. 


Summary and Conclusions 


Twenty patients with nongonococcic urethri- 
tis including two patients with Reiter’s disease, 
and six of their female consorts, were treated 
with 3.0 to 19.25 gm. of terramycin. The clin- 
ical results were excellent as only one, a case of 
Reiter’s disease, proved refractory. Twenty of 
these patients showed inclusion bodies in 
Giesma-stained urethral scrapings before treat- 
ment, and apart from the one clinical failure 
who was alsoa pathological failure, all but two 
of the patients became negative with treatment. 
Likewise the pleuropneumonia-like organisms 
were banished from the scrapings from the two 
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Observed 


Number of patients 


Patho- Failure 
logical rate 


Clinical 
failure 


PPLO 


positive | (resistant) failure (percent) 
19 2 1 13 15.8 
6 0 | 0 | 0 


patients having Reiter’s disease in whom they 
were found. 
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blood smears has tended to elimi- Figure 1. Malaria cases reported by months 
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have been counted as malaria cases, TYPHUS FEVER 
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fever was a dreaded disease of child- 


hood, and ite petationemip to other SCARLET FEVER and SEPTIC 
streptococeal infections of the throat SORE THROAT 


was not recognized. In the past 25 
yeors the number of reported cases ~ 300 
of scarlet fever declined steadily ex- 
cept for the years 1943, 1945, and 
1946. On the other hand, the num- 
ber of reported cases of septic sore 





throat has increased in the past dec- 
ade. Part of this increase probably 





has resulted from the fact that scar- 
let fever cases are now so mild that 
a diagnosis of septic throat is more 








descriptive of many infections. 
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United States since 1920 is shown in 
the two graphs. The sharp sea- 
sonal rise in the fall months has al- 


incidence in the 
the country. 


relatively high 
southeastern part of 
In other sections, incidence remains 


December. Both morbidity and mor- 
tality have shown the same rate of 


decline to remarkably low levels. 
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Figure 5. Typhoid and paratyphoid fever morbidity and mortality: United States. 


Figure 5. The reported incidence 
of typhoid and paratyphoid fever, 
principally the former, has declined 
to very low levels. The usual sum- 
mer peak of cases is almost non- 
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existent. Typhoid fever occurrence 
in various parts of the country is 
at such a low level that the disease 
no longer can be used as an 
index of sanitary conditions. Also, 


typhoid fever morbidity and mortal- 
ity have declined at the same rate. 
This indicates that the disease has 
not become less severe over the past 


few decades. 
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PHR Conference Report: Part 2 


A topical and selective report of the seventy-ninth 
annual meeting of the American Public Health 
Association and related organizations, San Fran- 
cisco, Calif., October 29—November 2, 1951. 


The Practice of Public Health 





All Races, Creeds Can 
Work Together for Health 


Because men of all races and 
creeds can work together easily in 
the field of public health, the World 
Health Organization is best fitted of 
all international agencies to spear- 
head a movement for the social and 
economic betterment of underdevel- 
oped countries, Frank G. Boudreau, 
M. D., executive director of the Mil- 
bank Memorial Fund, told the 
APHA. 

Pointing to the danger of two con- 
trasting worlds, the one healthy and 
prosperous, the other—three times 
as large—suffering from poverty, 
disease, and premature death, Dr. 
Boudreau declared that a program 
to bring hope of relief to underdevel- 
oped countries was the only alter- 
native to continued armament races 
and war. 

Terming present support of WHO 
“unimaginative and half-hearted,” 
he called on the peoples, as well as 
the governments, of the prosperous 
countries to rally to its assistance. 
The National Health Council, he an- 
nounced, has decided to organize a 
United States Citizens’ Committee 
for WHO, to educate Americans in 
the potentialities of world health, 
and to show them the stake that will 
be lost if the World Health Organ- 
ization program is inadequately 
backed. 
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If contributions to world health 
continue on the present limited scale, 
Dr. Boudreau warned, we may lose 
our chance to wipe out within a few 
years some, if not all, of the ancient 
seourges of mankind: malaria, 
plague, yellow and typhus fevers, 
and cholera. Present means and 
methods of control for these diseases 
are far more effective than anyone 
imagined possible a few years ago. 


Advances at Stake 


Another lost opportunity might be 
the chance to rid the world of the 
worst manifestations of the defi- 
ciency diseases—beriberi, scurvy, 
rickets, and pellagra—which still 
claim millions of victims, though 
brought under control in the ad- 
vanced countries. 

We may lose the chance, he con- 
tinued, to share in building up and 
utilizing a great stcckpile of knowl- 
edge and experience in health main- 
tenance and disease prevention for 
the benefit of all countries. 

At stake also is the prospect of 
building up throughout the world a 
united front disease by 
strengthening weak health services 
and sharing personnel, supplies, and 
equipment. The advantage of in- 
ternational cooperation, Dr. Boud- 
reau pointed out, is that experience 
acquired by any country can be used 
freely by all, and that costly equip- 
ment need not be duplicated un- 
necessarily. 


against 


Health 





Contributions to Peace 


“We may lose the chance to build 
peace into the minds of men,” Dr. 
Boudreau declared, through failure 
to promote world-wide programs of 
mental health, aimed at replacing 
aggressiveness and the competitive 
spirit by sympathy and cooperation. 
“Our problem is to make the chal- 
lenge of peace appeal to men more 
strongly than the excitement of 
war.” 

An inadequate international pro- 
gram, the speaker continued, will 
jeopardize our chance to learn by 
experience how to work together, by 
practice in the field of health in 
which all men believe, and in which 
there is no need for competition, 
since the supply is unlimited. 

World society in this industrial 
and scieniific age, Dr. Boudreau con- 
cluded, cannot exist without some 
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form of world government; but that 
government must be built brick by 
brick, and the field of internatienal 
public health offers the best area in 
which to lay its foundation. 


WHO Carries on 100-Y ear 
International Health Effort 


The World Health Organization 
has inherited the responsibility of 
carrying on and developing further 
the work done in more than a hun- 
dred years of international coopera- 
tion in the control of disease, Brock 
Chisholm, M. D., Director-General of 
WHO, told a general session of the 
APHA. 

Among the responsibilities inher- 
ited from the health section of the 
League of Nations, the Office Inter- 
national d’Hygiene Publique, and 
the United Nations Relief and Re- 
habilitation Administration, the Di- 
rector-General noted, are epidemio- 
logical notification services, biologi- 
eal standardization, medical aspects 
of narcotics control, and many other 
functions. 

The International Health Confer- 
ence which adopted the constitution 
of the World Health Organization in 
1946 added extensively to these ear- 
lier fields of work, defining health 
in much wider terms than ever be- 
fore, and giving WHO responsibili- 
ties never before delegated to an 
international health agency. 

While the constitution protects 
national completely, 
Dr. Chisholm declared, it has intro- 
duced a new principle of interna- 
tional law which makes health regu- 
lations adopted by the World Health 
Assembly far more effective than 
previous international conventions. 
The 79 nations which have signed 
the constitution have agreed to be 
bound by such regulations, unless 
they “contract out” by notifying 


sovereignties 


WHO, within a specified time, of res- 
ervations or of their intention not 
to accept the regulations. The diffi- 
cult process of ratification by each 
sovernment of an international con- 
vention is thus avoided. 

WHO is not a “supranational” 
health agency, the speaker empha- 
sized, but it “stands ready to help, 
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in whatever ways are most useful, 
each nation to take the next appro 
priate steps in the development of 
the health services available to its 
people.” 


The Coordinating Function 


The money currently being spent 
on international health flows from 
many sources and through a variety 
of channels. Among these, Dr. 
Chisholm enumerated the United 
Nations’ International Children’s 
Emergency Fund, the United Na- 
tions Expanded Program for Tech- 
nical Assistance to Underdeveloped 
Countries, the United Nations Foo 
and Agricultural Organization, the 
United Nations Educationa!, Scien 
tific and Cultural Organization, the 
Technical Assistance Program of the 
United States (Point IV), and the 


sritish Commonwealth Technical 
Assistance Plan (The Colombo 
Plan). 


WHO has great responsibility in 
relation to all this work, but its first 
stated function, Dr. Chisholm re- 
called, is “to act as the directing and 
coordinating authority.” More and 
more this coordinating function is 
occupying WHO’s attention and re- 


sources, 


Social and Political Problems 


The problems facing WHO are so- 
cial and political as well as techni- 
eal, the Director-General reminded 
his audience. Among the conditions 
tending to prevent effective trans- 
plantation of health techniques, he 
cited unstable government, obsolete 
land tenure 
poverty, low productivity, graft and 


systems, ignorance, 


corruption, excessive nationalism, 
excessive birth rates, and “sacred 
cows” of many colors, shapes, and 
sizes. “These are the main prob- 
lems in all international work, in- 
cluding international health,” he de- 
clared. 

“We must not insist that our ways 
are right and best for other peo- 
ples,” Dr. Chisholm asserted. “We 
ean only help peoples to take the 
next steps along the pathway of 


their own development. . . . We may 
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hope that, with some assistance, 
their development may be more or- 
derly, more humane, and faster than 
ours has been.” 

Full implementation of WHO's 
functions as outlined in its consti- 
tution is still far in the future, the 
Director-General acknowledged ; but 
sane and fairly well-balanced prog- 
ress is being made in many direc- 
tions, all contributing toward the 
stated objectives of the organiza- 
tion—“the attainment by all peoples 
of the highest possible level of 
health.” 


“oOo x ° os r 
Sound, Constructive Vision’ 
Of Future in Constitution 


The World Health Organization is 
amply endowed with authority and 
admirably staffed for the accomplish- 
ment of its mission, in the opinion 
of C.-E. A. Winslow, Dr. P. H., edi- 
tor of the American Journal of Pub- 
lic Health. In his introductory re- 
marks to the general session on in- 
ternational health of the APHA, Dr. 
Winslow referred to the WHO con- 
stitution of 1946 as “a remarkable 
document in its breadth and vision.” 

The constitution is notable not 
only for its broad statements of ob- 
jectives but for its specific mention 
of far-sighted functions, The inclu- 
sion of mental hygiene, nutrition, 
housing, accident prevention, and 
medical care “represents a sound 
and constructive vision of the public 
health of the future which is sub- 
stantially in advance of the actual 
practice of most health departments 
of the United States.” 

WHO is not limited to over-all 
standardizing and coordinating ac- 
tivities, Dr. Winslow pointed out, 
but may also render direct service 
to individual nations or areas. 

WHO also is authorized to conduct 
research, to improve standards of 
teaching and training in medical and 
related professions, and to enter the 
vast field of public health education. 


International Health Precedents 
Reviewing the half century of in- 
ternational public health activity 
which led up to WHO, Dr. Winslow 
cited the Pan American Sanitary 
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Bureau, established in 1902, as the 
first permanent organization created 
for multilateral international action, 
and the International Office of Public 
Health, set up in Paris in 1909, as 
the first such organization with a 
world-wide scope. 

These agencies laid emphasis pri- 
marily on quarantine regulations, 
“a useful but negative function.” 
The more modern concept of an in- 
ternational health program which 
involved cooperation in building up 
within each nation a sound and effec- 
tive program of disease control and 
health promotion was first demon- 
strated by the International Health 
Commission of the Rockefeller 
Foundation, established in 1913. 

The Health Organization of the 
League of Nations, however, was 
the first “really effective machinery 
for a continuing attack on the prob- 
lems of disease on a world-wide 
scale. Though not a member of 
the League, the United States, Dr. 
Winslow recalled, was always rep- 
resented on the Health Committee, 
the central body responsible for the 


” 


health program. 

Comparing WHO's’ $6,100,000 
budget for 1950 with the $250,000 
budget of the League’s Health Or- 
ganization to demonstrate the in- 
creased scale of the present program, 
Dr. Winslow declared that “It is not 
dollars which ultimately count but 
the men and women who spend 
them.” He closed with a tribute to 
WHO's staffs, and to Dr. Brock Chis- 
holm, Director-General, who, he de- 
clared, has molded “a weapon of 
great and living power for the at- 
tainment of the objectives of world 
health.” 


REGIONAL EFFORTS 


Better National Service, 
PASB Program Aim 


The long tradition of inter-Amer- 
ican collaboration for health, when 
combined with the wide divergence 
in health conditions and in health 
services in the Americas, provide an 
ideal situation for the development 
of international health programs, 
Fred L. Soper, M. D., director of the 
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Pan American Sanitary Bureau, 
told the APHA. 

Since 1949, Dr. Soper pointed out, 
the Pan American Sanitary Bureau 
has been serving as the regional 
office of the World Health Organiza- 
tion, and the programs of the two 
agencies are closely coordinated. 
Even though the nations in the 
Americas pay a double assessment, 
one to WHO and the other to its 
regional agency, the $2,300,000 avail- 
able for the combined WHO/PASB 
operations in 1951 is “entirely in- 
adequate to the needs and opportuni- 
ties of the region,” he said. An ad- 
ditional $2,700,000, however, is made 
available for supplies and personnel 
through the United Nations Inter- 
national Children’s Emergency Fund 
(UNICEF) and from technical as- 
sistance funds of the United Nations 
and the Organization of American 
States. 


Personnel Problems 


Since 1918, hundreds of fellows 
from all over the Americas have been 
sent by the Rockefeller and Kellogg 
Foundations and by the Institute of 
Inter-American Affairs to the 
schools of public health in the 
United States and Canada. As a re- 
sult, Dr. Soper said, a uniform ap- 
proach to the problems of public 
health administration has grown up, 
which is important in getting agree- 
ment on policies and programs. 

A basic principle under which the 
regional oftice operates, the speaker 
said, is that every activity should 
contribute to the development of the 
national and local health services 
within the country and should pref- 
erably result in a permanent in- 
crease in the budgets of these offi- 
cial services. Another basic princi- 
ple is that no program not justified 
by the potential economic and social 
conditions of the district serviced 
should be developed. The WHO/ 
PASB office “must not become a re- 
lief organization except in case of 
Dr. Soper de- 


” 


extreme emergency, 
clared. 

In stimulating the development of 
health projects in a country, the 
regional office is committed to the 








ultimate objective of the develop- 
ment of general health services with 
well-rounded programs. Such gen- 
eral services require highly trained 
staffs and an effective administrative 
organization, Dr. Soper emphasized. 

The failure to get adequate sal- 
aries and suitable working condi- 
tions—especially protection against 
political manipulation and interrup- 
tion of tenure—has resulted through- 
out the American Republics in a 
“terrific” loss of trained personnel 
over the years, the speaker asserted. 
The regional office gives preference 
to the training of those individuals 
who are working under conditions 
which justify anticipation of long- 
term employment. 

Though it is not possible to im- 
provise personnel for general health 
services, Dr. Soper said, there are a 
number of serious specific problems 
which can be solved by personnel 
with a short period of intensive 
training in the application of a sin- 
gle technique. The importance of 
such problems as malaria, yaws, yel- 
low fever, and venereal disease, for 
which relatively simple and econom- 
ical solutions are now available, jus- 
tifies the organization of special 
campaigns without awaiting the de 
velopment of general health services. 
Such campaigns are particularly im- 
portant when they lead to the pos- 
sibility of vector or disease eradica- 
tion, Dr. Soper said. 


Programs 


There are in the Americas a num- 
ber of exotic and indigenous dis- 
eases—such as onchocercosis, hyda- 
tidosis, schistosomiasis, and  bar- 
tonellosis—which are limited in ex- 
tent but which are either spreading 
or are potentially dangerous. The 
regional office, said Dr. Soper, “feels 
a very special responsibility for 
these diseases and is on the alert for 
opportunities to aid in studies of 
measures for their control and pos- 
sible eradication.” 

Two eradication programs are un- 
der way in the Americas, he said, 
one for the eradication of yaws in 
Haiti, and the other a continental 
program, begun in 1947, for the 
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eradication of the Aedes aegypti 
mosquito. Although there seems no 
immediate threat of the introduc- 
tion of the yellow fever virus into 
the United States, the time may 
come, he pointed out, when this 
country may desire to foment inter- 
national programs for the eradica- 
tion of other insects or diseases, in 
which case it would be to the advan- 
tage of the United States to have 
the principle of regional responsibil- 
ity for eradication fully established. 


WHO Strengthens National, 
Local Services in SE Asia 


Despite tremendous public health 
problems and limited resources, 
WHO has shown that it can stimu- 
late the gevernments of southeast 
Asia to increased efforts for the 
health of their people, according to 
Chandra, Mani, M. D., director of the 
southeast Asia regional office. 

This region, which includes Af- 
ghanistan, Burma, Ceylon, India, 
Indonesia and Thailand, contains 
nearly 500 million people, Dr. Mani 
noted, of whom 80 percent are il- 
literate. Average annual income is 
about 50 dollars a year, and the per 
capita expenditure on health is no 
more than 20 cents. Communicable 
diseases claim an enormous number 
of victims every year. The infant 
mortility rate averages about 150 
per thousand. “Poverty, hunger, and 
disease are arrayed in force against 
the people.” 

Although there can be no quick 
solution to the major health prob- 
lems, the regional office has achieved 
good results by confining its activi- 
ties to a few well-chosen fields, Dr. 
Mani explained. WHO has concen- 
trated on helping governments in the 
control of malaria, tuberculosis, and 
yaws, and in the field of maternal 
and child care. In all these pro- 
grams, and in the related field of 
lursing, emphasis has been laid on 
the training of local personnel. “We 
conceive our function as essentially 
to strengthen local and national 
health services,” the speaker said, 
guidance in the 
national 


provide 
development of 


“and to 
sound 
health programs.” 
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Control Programs 


As a result of WHO assistance in 
controlling malaria in large tracts 
of fertile land in India which had 
long been sparsely populated because 
of the disease, new possibilities are 
envisioned for colonization of neg- 
lected areas, with a substantial im- 
provement in the food supply, Dr. 
Mani declared. In Afghanistan and 
Thailand, the success of malaria 
control projects launched in rural 
areas with WHO assistance has 
stimulated the governments to fur- 
ther efforts on an unprecedented 
scale. 

In the field of tuberculosis, inter- 
national assistance is being directed 
primarily to providing training fa- 
cilities in modern methods of diag- 
nosis and prevention, the speaker 
said. BCG vaccination, introduced 
into India and Ceylon in 1949, has 
made good progress. Of the 4 
million persons tuberculin-tested in 
India, almost 2 million were posi- 
tive reactors, Dr. Mani observed, 
and of the remainder about 1% 
million have been vaccinated. 

Another success has been the anti- 
yaws campaigns launched a year ago 
with WHO and UNICEF assistance 
in Thailand and Indonesia. In an 
area where previously the incidence 
of yaws was up to 20 percent, the 
disease has been controlled, he said. 

The two great difficulties, Dr. Mani 
stated, have been the lack of trained 
health personnel and the shortage of 
vital supplies and equipment. 

Dr. Mani noted that the question 
of population control is receiving 
much greater attention than previ- 
ously in southeast Asia. “Family 


planning can play an important 
role,” he declared, “but much greater 


research is required to develop 


methods applicable and acceptable 
to the East.” 


BILATERAL PROGRAMS 


U.S. Point IV, Other Aid 
Complement WHO Efforts 


The United States is prepared to 
push beyond the present reach of 
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the WHO—which is limited by the 
concept that no one nation should 
contribute more than one-third of 
WHO's basic budget—and is doing 
so in one-third of the countries of 
the world, through its bilateral pro- 
grams, the APHA was told by Henry 
van Zile Hyde, M. D., director of the 
Health and Sanitation Division of 
the Institute of Inter-American Af- 
fairs, and United States representa- 
tive on the Executive Board of WHO. 

Coordination for programs in this 
explained, is 
meetings in 


hemisphere, he 
achieved by monthly 
Washington attended by officials of 
the United States Public Héalth 
Service and of the Institute of In- 
ter-American Affairs, under the 
chairmanship of the regional direc- 
tor for WHO. In southeast Asia, 
the ministries of health in the vari- 
ous countries have set up coordina- 
ting committees which include rep- 
resentatives of WHO and United 
States Public Health Service offi- 
cers. The international health move- 
ment is “a single unified movement 
pressing toward a common goal,” 
Dr. Hyde declared. 


Programs in Action 

The emergency program launched 
during World War II by the Insti- 
tute of Inter-American Affairs in 
cooperation with 18 Latin-Ameri- 
can Republics has set administrative 
patterns and modes of action for bi- 
lateral health development, the 
speaker said. This program has 
stressed the development of local 
health services, environmental san- 
itation, training of health workers, 
and public health education. Dr. 
Hyde termed the Servicio Coopera- 
tive, the administrative unit in 
which United States technicians 
work with the more numerous per- 
sonnel of the host country within 
the ministry of health but under the 
direction of the chief of the institute 
field party, a “singularly significant 
achievement” in intergovernmental 
technical cooperation. 

Noting that the institute paid less 
than $3,000,000 to the Servicio funds 
in fiscal 1951, while the 17 coopera- 
ting Latin-American governments 
contributed a total of $13,287,000, 
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Dr. Hyde observed, ‘This is not in 
the remotest sense a give-away pro- 
gram. It is truly cooperative effort 
to overcome problems that are of 
concern to the entire 


immediate 
hemisphere. ... 

Reviewing bilateral health action 
in Greece, where United States Pub- 
lic Health Service officers form an 
important component of the Eco- 
nomie Cooperation Administration 
mission, Dr. Hyde noted as outstand- 
ing accomplishments the _ virtual 
elimination of malaria and the 
strengthening of the national health 
services, especially in sanitary engi- 
neering and nursing. 

In southeast Asia, Formosa, and 
the Philippines, where the bilateral 
program also operates through ECA, 
emphasis has been given to malaria 
An aggressive attack is be- 
ing made on trachoma in Burma, 
Viet-Nam, and Thailand, he said. 
The program also includes rehabili- 
tation of hospitals and laboratories 
destroyed during the war. At the 
same time, the development of ef- 
fective permanent national and local 
health services is the ultimate goal. 

Dr. Hyde said that the United 
States Public Health Service sup- 
plies the technical support and much 
of the personnel for both the ECA 
operations—now being taken over 
by the Mutual Security Administra- 
tion—and the programs of the Tech- 
nical Cooperation Administration of 
the Department of State, now ex- 
panding in Latin America, Africa, 
the Near East, and the Far East. 


control. 


Tuberculosis Key Element 
In Alaska’s “Frontier Health” 

Public health in Alaska is still 
“frontier public health,” C. Earl Al- 
brecht, M. D., commissioner of health 
of Alaska, told the health officers’ 
section. 

Foremost among the problems 
making for a frontier situation is 
tuberculosis Dr. Albrecht 
The from tuber- 
culosis among the native population 
is 600 per 100,000. The 
hospital and surgical resources is 
dramatized by the numbers of chil- 
dren crippled by tuberculosis. 


control, 


said. death rate 


need for 
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Another very trying situation, the 
speaker said, is the condition known 
as “permafrost.” In 60 percent of 
the land area of Alaska, the earth 
is permanently frozen a few feet 
below the surface. This creates 
problems of water supply and sew- 
age disposal which engineers have 
yet to solve. 

Through the cooperation of the 
United States Children’s Bureau, the 
Alaska native service, the Alaska 
Department of Health, and the 
United States Public Health Service, 
a plan has been developed to take 
public health people 
scattered over great areas along the 
coast and the major rivers. 
Mobile health units are employed, 
Dr. Albrecht explained, three of 
these being floating health centers, 
one a railroad unit, and one serving 
the highway. 

Due to the health-conscious Alas- 
kan population, a cooperative legis- 
lature, and the support of the Public 
Health Service and the Children’s 
Bureau, a well-rounded public health 
program is under way, the speaker 
said. A challenging amount of work 
remains to be done, he emphasized, 
and the rapid influx of American 
defense workers has raised new prob- 
lems of environmental health. 


services to 


lines 


3 Million Saved in Japan 
By Health, Welfare Action 


Modern, nation-wide public health 
and welfare programs have saved 
the lives of three million Japanese 
during the Allied occupation, accord- 
ing to Brigadier General Crawford F. 
Sams, M. C., United States Army, 
chief of the public health and wel- 
fare section of General Headquar- 
Commander of the 
Allied Powers. General Sams told 
the health officers’ of the 
APHA that the mean annual death 
rate of 18.7 per 1,000 population for 


ters, Supreme 


section 


the 7-year pre-occupation period was 
reduced to 10.8 in 1950. 

The death rate from tuberculosis 
has been reduced to 145.4 per 100,000 
in 1950 from the peak of 280 per 
100,000 in 1945 by a control program 
which included the use of BCG, the 
Immunizations for ty- 


general said. 





phoid and paratyphoid fevers, and 
improvement in environmental san- 
itation for the dysenteries have 
sharply reduced morbidity for the 
enteric diseases, the second leading 
cause of death in Japan, he added. 


Organization 

In contrast to the United States, 
where public health and welfare 
legislation is largely State or local, 
authority in Japan is derived from 
the National Diet, General Sams 
pointed out. Since there was only 
a primitive health and welfare or- 
ganization in Japan in 1945, it was 
possible to establish an efficient ad- 
ministration pyramiding down from 
the Ministry of Health and Welfare, 
through departments in each prefec- 
ture (state) government, with 
health center districts within each 
prefecture. 

Medical service districts, welfare 
districts, and security dis- 
tricts coincide geographically with 
the health center districts, General 
Sams explained, so that the four 
fundamentals of health and welfare 
are incorporated into a single 
ganization. Each health center dis- 
trict contains at least one completely 
organized and staffed health center 


social 


or- 


and as many branches as needed. 

Since there were no schools of 
public health in Japan, an institute 
of public health was established as 
a teaching institution. To supple- 
ment its program, a model health 
center which is primarily a training 
institution fer health center per- 
sonnel is located in each prefecture. 
In addition, General Sams stated, a 
school of hospital administration 
was established in 1948 for training 
directors of the 3,700 hospitals in 
Japan. 

A national institute of health has 
been established, he said, which 
earries out research, biologics assay, 
and the training of health personnel 
in conjunction with the institute of 
public health. The national hygienic 


laboratory, charged with establish- 
ment of minimum standards and the 
assay of all drugs, medical devices, 
and cosmetics, is also directly under 
control of the ministry of health and 
welfare. 
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Investigations 





IMMUNIZATIONS 


Injections, Paralysis 
In Polio Linked 


An analysis of relationships be- 
tween immunization and poliomyeli- 
tis, based on a study of 1,300 chil- 
dren 5 years of age or less who had 
had poliomyelitis in 1949 and 1950, 
was presented by Dr. Morris Green- 
berg, M. D., M. S. P. H., Harold 
Abramson, M. D., Helen M. Cooper, 
and Helen B. Solomon, of the bureau 
of preventable diseases, Department 
of Health, New York City, to a joint 
session on immunization of the epi- 
demiology, health officers, labora- 
tory, and maternal and child health 
sections. 

They felt that a relationship ex- 
isted between the site of injection 
and the site of paralysis, when in- 
jections of diphtheria toxoid, per- 
tussis vaccine, or tetanus toxoid had 
been given not more than a month 
before the onset of the paralysis. 
They did not feel, however, that 
such a relationship existed when 
penicillin or other agents had been 
given. No increase in bulbar cases 
or deaths resulted from previous in- 
jection, it was stated. 


Hazard Small in Infants 

Dr. Greenberg and his colleagues 
said that the stucy showed the extra 
hazard of poliomyelitis as a result 
of recent inoculations to be small in 
children under 1 year of age, and 
negligible in infants under 6 months 
of age. 

During nonepidemic years it ap- 
pears that immunizations may be 
given to infants under 1 year of age 
throughout the year, they felt. Rou- 
tine immunizations may well be sus- 
pended in older children during the 
poliomyelitis season and extended 
during epidemic years to infants 1 
year or more of age. Therapeutic 
and immediate prophylactic injec- 
tions should not be discontinued at 
any time, they stated. 
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Before the same session on im- 
munization problems, data connect- 
ing injection sites and the site of 
paralysis in poliomyelitis were re- 
ported by Robert F. Korns, M. D., 
Robert M. L. Albrecht, M. D., and 
Frances B. Locke, of the bureau of 
epidemiology and communicable 
disease control of the New York 
State Department of Heaith. 


New York State Study 


In a study designed to test Brit- 
ish and Australian reports of an 
association between injection site 
and subsequent paralysis site, 2,137 
cases of poliomyelitis in all age 
groups were studied. Control in- 
formation covering a 2-month period 
prior to onset of the disease was 
gathered from members of the pa- 
tient’s household (6,055 persons) 
and from neighboring families on 
either side of and across the street 
(14,710 persons). 

Injections were found to be near- 
ly twice as common among poliomye- 
litis patients as among the controls 
in each age group. Of paralytic pa- 
tients not injected, only 34 percent 
had arm involvement. Of patients 
with arm injections 8 to 14 days 
prior to onset of the disease was 
paralysis. Sixty-two percent of 
those injected 15 to 21 days before 
onset, and 50 percent of those in- 
jected 22 to 28 days before onset had 
arm involvement. The same corre- 
lation applies to leg injection and 
paralysis, they reported. 


Adult Protection 


Repeated small doses of diph- 
theria toxoid, either separately or 
combined with tetanus toxoid, may 
offer a more practical means of mass 
immunization of adults, Geoffrey Ed- 
sall, M. D., Army Medical Service 
Graduate School, Washington, told 
the session. 

Dr. Edsall pointed out that the 
Schick test has certain limitations 
and presents difficulties, particularly 


in mass use. The use of purified 
toxoid has reduced the incidence of 
reactions, he said. 


NEW CONCEPTS 
Herpangina in Children 
Related to Coxsackie 


Herpangina, a mild disease of 
children characterized by the ap- 
pearance of minute blisters and 
ulcers in the throat, is probably more 
widespread than has been supposed 
and apparently occurs in epidemic 
form, Roger M. Cole, M. D., Joseph 
A. Bell, M. D., Edward A. Beeman, 
M. D., and Robert J. Huebner, M. D., 
of the Microbiological Institute, Pub- 
lic Health Service, reported to the 
epidemiology section. 

As a result of careful observation 
of several communities and of a 
variety of ill persons in hospitals 
over a period of 14 months, the in- 
vestigators were able to confirm and 
to establish some definite facts con- 
cerning the etiology and epidemi- 
ology of herpangina. 

Herpangina, it was reported, oc- 
curs principally in the late summer 
and early fall months and is spread 
from person to person. Primarily a 
disease of children under the age 
of 4, it has been suffered by per- 
sons up to the age of 60. Sex or 
race have no apparent influence on 
the occurrence of the disease. The 
length of the incubation period 
ranges from 1 to 10 days. Dr. Cole 
and his co-workers found two cases 
of repeat attacks of herpangina : two 
different types of group A Coxsackie 
viruses were shown to be respon- 
sible for the disease, neither type 
conferring immunity against the 
other. 

The investigators reported that 
while the distribution of various Cox- 
sackie viruses was fairly widespread 
in the communities under study, the 
role of these viruses in the natural 
causation of illnesses other than 
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herpangina is not yet evident. 
These viruses have been isolated 


from cases of several paralytic and 
nonparalytic disorders, including 
poliomyelitis, summer grippe, myal- 
gia, and pleurodynia (muscular ail- 
ments), aseptic meningitis, and some 
fevers of unknown origin, but there 
is insufficient evidence at present to 
indicate that these viruses actually 
cause these illnesses. 

The relation of the Coxsackie vi- 
rus to poliomyelitis has been greatly 
overemphasized, Dr. Cole and _ his 
group feel. “There seems to be no 
evidence in the published literature 
to support the that Coxsackie 
virus occurs more frequently in per- 
sons With poliomyelitis than could 
be anticipated by coincidence,” they 
said. 


idea 


METHODS 


Studies of Hypertension, 
Administrations Needed 
Four significant discoveries from 


a review of the literature on hyper- 
tension and high blood pressure are: 


(1) there are no consistent stand- 
ards for blood-pressure measure- 
ment; (2) there are no established 


criteria for defining hypertension; 
(3) there is no existing study on 
hypertension based on a scientific 
population sample; and (4) none of 
the studies indicate the actual ex- 
tent of the problem, so reported EB. 
Gurney Clark, M. D., of the School 
of Public Health of the Faculty of 
Medicine, and John A. Morsell, 
Ph. D., research associate of the Bu- 
reau of Applied Social Research, 
both of Columbia University, to the 
epidemiology section. 

An epidemiological approach to hy- 
pertension would mean an attempt 
to describe its incidence, prevalence, 
trends, and distribution by age, race, 
sex, and the like, they felt, reporting 
on a 3-day symposium to review and 
to appraise the natural history of 
essential hypertension. 

One section defined terms, estab- 
lished criteria, and introduced the 
concept of the natural history of 
essential hypertension. Section 2 
Sections 3 and 


elucidated causes. 
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4 reviewed specific agents, the en- 
vironment, and human characteris- 
tics. Section 5 gave research sug- 
gestions to fill the gaps in our knowl- 
edge as defined by the work of the 
previous sections, they said. 

Eight basic problems, including 
the role of psychological trauma, 
heredity, and constitutional factors, 
the relation of blood pressure to ill- 
nesses and to normal life, as well as 
questions implicit in the preceding 
paragraphs are under study, they 
said. 


Hospital Practice 


Applying epidemiology to the fleld 
of administrative medicine is a 
change in subject matter only for the 
epidemiologist, A. Daniel Rubenstein, 
director of the division of hospitals 
of the Massachusetts Department of 
Public Health, said before the epi- 
demiology section. 

The value of epidemiology has 
been proved in communicable dis- 
ease fields and is now being used 
more broadly in the fields of nonin- 
fectious conditions, such as alcolhol- 
ism, diabetes, and other 
chronie diseases, he said. 


cancer, 


In one instance, an epidemiolog- 
ical method was used successfully 
to determine the number of mater- 
nity beds needed in a new hospital. 
It was found that the number of beds 
planned were twice the number of 
births expected. This, in turn, led 
to a State-wide survey of maternity 
beds as well as births. Hill-Burton 
funds helped to standardize obstet- 
ric facilities throughout the State. 


Mental Disease 


As with the common cold and 
some other nonfatal diseases, the 
epidemiology of mental disease 


must begin with the study of cases 


during life, Ernest M. Gruenberg, 
M. D., and Bernard M. Kramer, 


Ph. D., of the New York State Mental 


Health Commission, Hilda F. Sil- 
verman, M. A., of the New York 
State Department of Health, and 


Charles V. Willie, M. A., of Syracuse 

University, jointly told the statistics 

section. 
Conditions 


under which mental 





diseases are more or less likely to 
occur—information vital to epidemi- 
ology—will be studied by investiga- 
tion of incidence in different neigh- 
borhoods of one community, they 
said. Previous work indicated 
there are variations in the rate of 
mental disease hospitalizations, but 
did not reveal whether the varia- 
tions were in incidence or use of the 
hospitals or both. 

The group is planning to study 
prevalence of unhospitalized cases 
later. of the difficulties In- 
volved will be lack of awareness by 
the patient (as in loss of memory in 
organic brain disease) and _ at- 
tempted concealment of disease in 
other cases. 


Some 


DISEASE STUDIES 


Pleurodynia Study May 
Aid in Polio Problem 


Because of many _ similarities 
which seem more than coincidental, 
the study of pleurodynia may assist 
in solving some of the problems of 
poliomyelitis, according to Alfred S. 
Lazarus, Ph. D., Elizabeth A. John- 
ston, M. S., and James E. Galbraith, 
M. D., of the Department of Public 
Health and Preventive Medicine of 
the University of Washington School 


of Medicine and Grays Harbor 
County Department of Public 
Health. 

A 1950 outbreak of epidemic 
pleurodynia in Hoquiam, Wash., 


was described to the laboratory sec- 
tion by these scientists. They 
pointed out that the symptoms of 
pleurodynia—fever, abdominal pain, 
nnusea, headache, stiff neck, and 
pain in throat, chest, and extremi- 
ties—resembled poliomyelitis, with- 
out the paralysis. Almost three- 
fourths of the patients were under 
20 vears old. The causative agent 
was identified as a group B Coxsackie 
yirus on the basis of symptoms and 
pathological changes in experimen- 
tal animals. 


Types of Polio Virus 


Thirty-four new strains of polio- 
myelitis virus, representing three 
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types, were described, and _ the 
method of typing discussed by 
Charles F. Pait, M. D., U. Pentti 
Kokko, M. D., and John F. Kessel, 
Ph. D., of the Department of Micro- 
biology of the University of South- 
ern California School of Medicine. 

They told the laboratory section 
of the frequency and geographic 
distribution of the 34 strains, mak- 
ing comparisons with similar data 
on 100 strains they had previously 
typed. 


Respiratory Diseases 


Triethylene glycol vapor (TEG) 
reduced air-borne bacteria by an 
average of 65 percent in Navy bar- 
racks, but did not reduce the num- 
ber of acute respiratory infections, 
the United States Naval Medical 
Research unit No. 4, New York, re- 
ported to the epidemiology sections. 

A concentration in excess of 2.5 
micrograms of TEG per liter of air 
Was maintained in one of the four 
dormitories in each of two barracks, 
and lesser concentration in a sec- 
ond dormitory. The other two dor- 
mitories were controls. Ten com- 
panies (662 men) were assigned the 
TEG dormitories, and 10 companies 
(660 men) occupied the controls. 

Weekly examinations, supplement- 
ed by information from the regi- 
mental infirmary, were used to de 
termine the occurrence of respira- 
tory infections. Diagnoses of strep- 
tococcal infgstions and influenza 
were determined by bacteriological 
and serologie studies. Only 20 men 
from the control group and 21 men 
from the test group escaped respira- 
tory infections, according to their 
report. 


Anxiety States 


An investigation of the causes of 
anxiety states revealed that 50 per- 
cent of the children of patients suf- 
fering from these conditions develop 
evidence of the disease, according to 
Mandel Cohen, M. D., of the Mass- 
achusetts General Hospital in Bos- 
ton, speaking before the conference 
of professors of preventive medicine. 
Only 5 percent of the children of 
controls showed evidence of the 
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disease. Patterns of illness are not 
merely imitative, as children often 
show other symptoms than parents, 
he said. 

In describing the anxiety state, 
Dr. Cohen stated that the disease is 
expressed in a wide variety of symp- 
toms, cardiovascular and gastro- 
intestinal as well as those referring 
to the autonomic nervous system. 
Clinical tests used to validate diag- 
noses of “chronic neurocirculatory 
asthenia” included the tread-mill 
test, basal metabolic examinations, 
hyperventilation when inhaling car- 
bon monoxide, cardiovascular meas- 
urements, oxygen used in exertions, 
threshold of pain, and excretion of 
vitamins and kesteroids. 

In discussing prevalence and inci- 
dence by sex, he noted that onset 
was always before 35 years of age. 
A 20-year follow-up of 153 patients 
showed that 13.3 percent were well, 
25 percent had symptoms but no dis- 
ability, 45 percent had mild disabil- 
ity, and moderate to severe disabil- 
ity was found in 16.7 percent. 


Histoplasmosis 


Clayton G. Loosli, M. D., J. 
Thomas Grayston, M. D., E. R. Alex- 
ander, B. S., and L. W. Combs, M. 
D., of the department of medicine, 
University of Chicago, reported to 
the epidemiology section, the first 
instance in which histoplasma infec- 
tions have occurred in man when 
the source of the infection has been 
determined. 

The disease arose simultaneously 
in three males of one family in In- 
diana, they said. The diagnosis was 
established by sputum and bone mar- 
row culture and by skin tests posi- 
tive to histoplasmin. 

Since the farm silo which the 
three men had been cleaning during 
the preceding 2 months seemed the 
most likely source of the infection, 
methods used for detection and isola- 
tion of the Histoplusma capsulatum 
were adapted after those suggested 
by Emmons and applied to the silo 
and its immediate neighborhood. 
Numerous positive findings were ob- 
tained. The authors concluded that 
the most probable source of the 
fungus is the soil. 
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Yaws In Guam 


Yaws relapse of a violent type 
found in four outermost villages of 
Guam was reported by Commander 
Robert E. Rock, M. C., United States 
Navy, to the epidemiology section. 
Treatment of 1,030 children con- 
sisted of 4 doses each of depository 
penicillin and bismuth subsulicylate. 

The lowest relapse rate 5 to 7 
months after treatment was found in 
the village with the best DDT fly- 
control and the best trash clean-up, 
Commander Rock reported. The 
lowest rate occurred in the village 
having the poorest success with fly 
infestation. A third village closely 
approximated the first in its relapse 
rate. The fourth village had left 
too many untreated yaws cases to 
make valid interpretations. 

Scabies and its treatment did not 
appear to influence yaws relapse. 
However, chickenpox could be con- 
sidered an exciting high-degree fac- 
tor of influence in yaws, according 
to Commander Rock. 


Heart Disease 


The prevalence of rheumatic heart 
disease among Colorado children is 
not significantly higher than that 
among children elsewhere in the 
United States, the American School 
Health Association was told by 
George J. Maresh, M. D., H. Jackson 
Dodge, M. D., and John A, Lichty, 
M.D. 

The Colorado State Health Depart- 
ment, Colorado Heart Association, 
and the University of Colorado Medi- 
cal School conducted a 2-year survey 
of sixth-grade children in 41 Colo- 
rado counties, in which 11,199 aus- 
cultation examinations were made 
by physicians experienced in pedia- 
tric cardiac diseases. Historical 
information was obtained by ques- 
tionnaire. 

A prevalence rate of definite heart 
diseases (all types) of 0.94 percent 
was revealed, with 0.66 percent due 
to rheumatic diseases and 0.26 per- 
cent due to congenital defects. This 
county sample represented 89 per- 
cent of the total population of the 
State of Colorado. 
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TB in the Navy 


An estimated 20 to 30 percent of 
naval personnel with 
had had X-ray examinations which 
were reported negative, before ad- 
Upon re- 
view, however, the X-ray plates were 
either found to be technically un- 
satisfactory or to contain definitely 
suspicious shadows, according to 
Commander Sidney A. Britten, M. C., 
United States Navy, Deputy Director 
of the Preventive Medicine Division 
of the Bureau of Medicine and 
Surgery. 

Although the total new-case rate 
for all forms of tuberculosis was 
low (59 per 100,000), there were 
marked variations for specific types 
In 10 to 15 percent of 
the cases, contact with tuberculous 
friends and relatives outside the ser- 
vice was known. 

Three ap- 
plied during 1951 were: (1) routine 
annual X-ray 
wherever practicable, of dependents 
of naval personnel who are 15 years 
of age or over; (2) tuberculin test- 
ing and periodic retesting of naval 
hospital staff personnel ; and (3) im- 
mediate reinterpretation of X-rays 
of all recruits whose tuberculin skin 
tests are doubtful or positive, Com- 
mander Britten reported. 


tuberculosis 


mission to the hospital. 


of personnel. 


new control measures 


chest examinations, 


Alcoholism and Suicide 


Deaths from alcoholism as a pri- 
mary cause during 1988-48, as re- 
corded by the medical examiners of 
Massachusetts, totaled 1,555 or 3.29 
per 100,000 population, said Johan- 
nes Ipsen, Jr., M. D., superintendent 
of the State Institute of Laborato- 
ries, Merrill Moore, M. D., associate 
in psychiatry at Harvard University 
Medical School, and Leo Alexander, 
psychiatry instructor at Tufts Col- 
lege Medical School, all of Boston, 
Mass. 

Reporting to the epidemiology sec- 
tion, they said that of 106,579 medi- 
cal examiners reports on deaths for 
the 11-year period, 7,968 mention al- 
579 


were cases of alcoholics dying from 


coholism. It was decided that 2, 


other diseases or injury, they stated. 
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Alcoholism found more fre- 
quently among persons dying from 
certain poisonings, particularly bar- 
biturates. Of 1,195 persons attempt- 
ing suicide, 143 were alcoholics, and 
4.9 percent of these were successful 
Of the 
percent 


was 


in their suicide attempts. 
group, 11.8 
were successful suicides. 
Dr. Ipsen and Dr. Moore estimated 
an aleoholism prevalence of 1.0 to 
1.3 per 100 people in Massachusetts 


nonaleoholic 


based on the sampled violent deaths. 


Lung Cancer 


It is only by routine X-ray sur- 
veys that lung cancer can be dis- 
covered while still asymptomatic 
and in the silent and curable stage, 
Lewis W. M. D., chairman, 
cancer committee, Los Angeles 
County Medical Association, told the 
Public Health 

Preliminary findings in the inci- 


Guiss, 


Cancer Association. 


dence of lung cancer through a mass 
chest X-ray survey of 1,867,201 per- 
sons during a 10-month period in 
Los Angeles was described by Dr. 
Of this total, 64,745 


Guiss. were 


asked to return for confirmatory re- 
examination, and 54,648 complied. 
The X-rays were found to be essen- 
tially negative in 14,344 of the re- 


examined cases. Old healed disease 
was shown in 9,216. Other diseases, 
including neoplasm suspects, were 
found in 5,646. 

Tuberculosis 
conditions, it 


being picked up accurately, but some 


and cardiovascular 


was believed, were 


neoplasm suspects might be over- 
looked. A thoracic surgeon, plus a 


high index of suspicion, added to 
each reviewing team, raised the per- 
centage of persons suspected of hav- 
ing neoplasms. 

Of the confirmatory 5,646 cases of 
other chest disease, 3,500 were placed 
in the chest tumor registry. This 
showed an incidence rate for tumor 
suspects of 1.9 per 1,000 examined 
and is significantly higher than in- 
cidence rates shown by other chest 
X-ray Dr. pointed 
out. The total incidence of possible 
tumors detected by chest X-rays in 
10 surveys was shown to be 0.8 per 
1,000, he continued. He attributed 
the incidence rate of the Los Angeles 


Guiss 


surveys, 





A Geiger counter is used to demonstrate radioactive labeling 
of flies as part of the exhibit presented by the Public Health 
Service at the San Francisco meeting of the American Public Health 


Association. 





The demonstrator is Dr. Samuel C. Ingraham of the 
Division of Engineering Resources. 
Engineer Morton Goldman of the Environmental Health Center. 
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County survey to either a high index 
of suspicion or an actual increase of 
lung cancer in that area. 

Lost cases were problems in treat- 


ment and follow-up and were due to 
a number of factors, which Dr. Guiss 
enumerated. He presented tabula- 
tions of the X-ray findings, disposi- 
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tion of patients to physicians, clinics, 
and hospitals, and statistical clas- 
sifications of diagnoses under malig- 
nant and benign tumors. 





Statistical 


Method 





CHRONIC DISEASE 


New Indices, Periodic 
Observations Necessary 


Chronic disease is almost always 
not in a static state, despite the 
usual connotation of the word 
“chronic,” Philip E. Sartwell, M. D., 
associate professor of epidemiology 
at John Hopkins University, and 
Margaret Merrell, Se. D., associate 
professor of biostatistics, told a joint 
session of the epidemiology and sta- 
tistics sections and the Biometrics 
Society. 

They pointed out that changeabil- 
ity and variation in so-called chronic 
conditions brings up two questions 
for discussion: (1) the need for ad- 
ditional indices to describe these 
changes; and (2) the point that the 
interpretation of prevalence and in- 
cidence figures is more involved in 
chronic then in acute diseases. 

The kind of morbidity index 
needed for studying a disease will 
depend on the purpose for which the 
uformation is to be used, and by 
whom, said Dr. Sartwell. The brief 
«riod of illness in acute diseases 
does not furnish much information 

interest to an epidemiologist, but 
the variety of changes which occur 

iring a chronic illness “are of the 
relevance to our under- 


Sreatest 


/ 


inding of its epidemiology.” 


Mliminating from this discussion ~ 


izenital defects and secondary 
ysical or mental changes resulting 
illness, Sartwell and 
Merrell then classified chronic dis- 
(1) conditions such 
which progress rather 
apidly and terminate fatally; (2) 
egenerative vascular disease, with 


om acute 


se roughly as: 
cancer, 


WwW progression of basic vascular 
iisodes “punctuated by unpredicta- 
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ble acute episodes, such as coronary 
occlusion or cerebral hemorrhage; 
(3) diseases like peptic ulcer, rheu- 
matic heart disease, rheumatoid 
arthritis, and tuberculous infections, 
whose course is variable and may 


end in complete recovery, permanent 
disability, or death; (4) endocrine 
deficiencies, such as diabetes mel- 
litus and thyroid deficiency, which 
imay be controlled by substitution 
therapy; (5) diseases resulting 
from prolonged exposure to recog- 
nized environmental factor-chronic 
dietary deficiency diseases, chronic 


intoxications, and pneumoconiosis. 


Other Landmarks Needed 


Scales upon which to measure the 
rate of progression of chronic dis- 
eases throughout various stages are 
difficult to establish, said Dr. Sart- 
well. 
except death has been 
“vet, the longer the duration of the 
disease and the more variable its 


In some diseases no change 
classified, 


behavior, the greater the need for 
other landmarks than death in de- 
scribing its course.” An_ individ- 
ual’s ability to carry on his work 
might be a better index to disability 
than clinical or laboratory tests, in 
the authors’ opinion. 

Studies in tuberculosis mortality 
in the United States have shown that 
‘it is the rate of progression rather 
than either incidence or prevalence, 
that furnishes the key to the 
difference in mortality” between 
whites and Negroes, according to 
Dr. Sartwell. Progression rates are 
likewise needed in interpreting geo- 
graphic differences in prevalence of 
disease, and in studying the effect 
of the time trend on prevalence 
ratios. Drs. Sartwell and Merrell 
felt that essentially all the problems 
of chronic disease revolve around 


the time factor, since every charac- 
teristic by which a group of people 
is commonly classified, except their 
sex and race, can change with time. 

They emphasized that, to adyance 
present knowledge of chronic disease 
and better to interpret morbidity 
rates, there is need for more studies 
in which periodic observations are 
made of individual members of a 
population, rather than single sur- 
veys of prevalence, as has been done 
in the past. 


Multiple Sclerosis 


In many parts of the world today 
multiple sclerosis is thought to be 
“one of the most common chronic 
diseases of the central nervous sys 
tem,” according to Leonard T. Kur- 
land, M. D., an epidemiologist at the 
National Institute of Mental Health 
of the Public Health Service, speak 
ing before the epidemiology and sta- 
tistics sections and the Biometrics 


Society. 
A study was made in 1943 of the 
reported mortality in the United 


States and Canada, where language, 
medical terminology and 
and hospitalization 
would presumably be similar, in or- 


practice, 
procedures 


der to measure and compare the fre 
quency of multiple sclerosis over a 
wide latitude. 
dicate that multiple sclerosis may be 
more prevalent or 
among the white population in north- 
ern areas than in the South, said Dr. 
Kurland, 

Ile reports further that intensive 
surveys carried out in 1949 to test 
the validity of inferences drawn 
from the 1947 analysis showed that 


Results seemed to in 


more severe 


the average annual death rate for 
multiple sclerosis is three to four 
times higher for Winnipeg and Bos- 
ton than for New Orleans. Since an 
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apparent similarity exists between 
the prevalence ratio and the death 
rate in each of the three cities, he 
suggests that “mortality from mul- 
tiple sclerosis may be useful as an 
index of prevalence,” and that “the 
variation in multiple sclerosis dis- 
tribution is related to some geo- 
graphic factor rather than to dif- 
ferences in racial susceptibility.” 


Cancer Therapy 


A method for measuring the effec- 
tiveness of cancer therapy, using 
three indices: (1) the “cure” rate; 
(2) the annual death rate from can- 
cer; and (3) the percent of normal 
life expectancy, was presented to the 
statistics section and the Biometrics 
Society by Joseph Berkson, M. D., 
Se. D., and Robert P. Gage, M. 8., of 
the Mayo Clinie Division of Biom- 
etry and Medical Statistics. 

As an illustration of their method, 
they divided a series of patients who 
had been operated upon at the Mayo 
Clinic for cancer of the breast into 
two groups, one without metastasis 
and one with metastasis. 

The authors estimated that for the 
patients without metastasis, 64 per- 
cent have a normal life expectancy ; 
for the 34 percent who were not 
cured the annual death rate will be 
12 percent; and for the total group 
the life expectancy is 76 percent of 
that of the normal population. The 
results for the patients with metas- 
tasis may be similarly interpreted, 
but they are not so favorable. 

Berkson and Gage pointed out 
that of prime importance is the de- 
gree of completeness of the follow-up 
of patients. Ina recently completed 
follow-up of 8,000 patients surgically 
treated for cancer of the stomach, 
they obtained a trace rate of 99.4 
percent for patients traced as long 
as 35 years. 


MORBIDITY 


Short-Range Predictions 
For Polio Described 


Methods for appraising impending 
epidemicity of poliomyelitis and of 
making estimates of total cases to be 
reported during a year were outlined 
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before the statistics section by F. M. 


Hemphill, Ph. D., of the Department 
of Public Health Statistics of the 
University of Michigan School of 
Public Health. 

Dr. Hemphill demonstrated appli- 
eation of the method to the United 
States as a whole and to Michigan 
for epidemic 1950. In 
this method, an expected number of 


periods in 


cases per week is developed by com- 
puting a “theoretical distribution” 
based on two selected years’ obser- 
vations. The number of cases in 
each week of this distribution is con- 
sidered to be subject to Poisson-type 
variation. A variance is computed 
for each week from this considera- 
tion and the mean plus three times 
the standard deviation is established 
as the “upper limit” of the number 
of cases expected in any one week. 
If this upper limit is exceeded for 
two consecutive then the 
total number of cases for the year 


weeks, 


would be expected to exceed the total 
number of cases for the “theoretical 
distribution.” 

Four methods for estimating the 
total poliomyelitis expected 
were discussed by Dr. Hemphill: (1) 


eases 


estimation of total cases for Pear- 
son type III relationships; (2) esti- 
mation of total cases by proportion- 
ate comparison of theoretical and 
current distributions; (3) Cohen's 
method of estimating parameters; 
and (4) predication of total cases by 
percentage increment. 


California Research 


A research project to develop, ana- 
lyze, and evaluate methods for ob- 
taining adequate and current data on 
morbidity in the general po j,ulation 
is now under way in Caffornia, 
Arthur Weissman, B. A., J. D., of 
the California Department of Public 
Health told the statistical and epi- 
demiology sections. 

Following recommendations of an 
advisory committee of representa- 
tives from physicians’ and other 
organizations concerned with public 
health, three potential methods are 
being evaluated: (1) the use of 
operating program data for project- 
ing illness rates for the general 





population; (2) household sample 
survey methods; and (3) collection 
of illness data from samples of physi- 
cians and hospitals. 

Before testing one or a combina- 
tion of methods on a_ state-wide 
basis, Dr. Weissman said, the ad- 
visory committee felt that potential 
methods should be tested on a selec- 
ted area. San José was chosen, on 
the basis of its population, both in 
numbers and because its composition 
resembles the State as a whole, and 
because the area is relatively self- 
sufficient in medical, hospital, and 
related services. 

Dr. Weissman described the plan 
for pretesting and evaluating alter- 
nate methods of measuring morbid- 
ity. He 
placed on the verification of ill- 
nesses reported in household sample 
surveys, but that the need to deter- 
mine the extent of under-reporting 
of illnesses in these arews is of equal 


states that emphasis is 


if not greater importance. 


Family Record Study 


In an experimental effort to design 
a method of investigation useful in 
securing accurate and complete in- 
formation on morbidity and medical 
care among families, the University 
of California conducted a family 
record study in 1949, E. Richard 
Weinerman, M. D., Charlotte F. Mul- 
ler, Ph. D., and Anne Wavybur, A. B., 
of the University’s Division of Medi- 
‘al Care Administration and Biosta- 
tistics, reported to the medical care 
section. 

The study sample was made up of 
employees on the payroll lists of the 
University of California at Berkeley, 
most of whom were young, married, 
employed, white-collar, urban work- 


ers. The group included more 
females, younger children; and 
larger incomes than the general 
population. 


The method used in the study, said 
Dr. Weinerman, was to avoid de- 
pendence upon memory for remote 
events, to create a continuity be- 
tween the population sample and 
the research team over a period of 
time, and to provide a means of 
recording and correlating many dif- 
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ferent kinds of interdependent 
health information. It included a 
specially designed health record 
booklet, regular monthly visits by 
a trained interviewer, and an inte- 
grated inquiry into morbidity, 
receipt of health services, and health 
expenditures, 

This pilot study demonstrates, the 
authors conclude, that the method 
described may be most useful in 
long-term studies of specific health 
problems, such as prevalence of 
chronic disease, receipt of health 
services, and expenditures for med- 
ical care. 


FOLLOW-UP 


“Not Observed”’ Element 
Key Factor in Estimates 


In measuring incidence or preva- 
lence of disease in given groups or 
samples of persons, the effect on his 
estimates of those in the sample who 
are “not observed” is one of the most 
difficult problems the statistician 
has to face, Albert P. Iskrant, M. A., 
and Quentin R. Remein, of the Dl- 
vision of Venereal Disease, Publie 
Health Service, emphasized to the 
statistics section and the Biometrics 
Society. 

They saw the problem as having 
two aspects: (1) the effect of nonre- 
spondents on estimates of incidence 
and prevalence based on case-find- 
ing projects; and (2) the effect of 
nonrespondents upon evaluation of 
therapy based on follow-up of 
treated cases. 

According to Iskrant and Remein, 
evidence from several case-finding 
projects indicates that respondents 
differ from the general population 
age, education, and 
economic status, and that nonre- 
spondents differ from respondents 
with respect to prevalence of dis- 
ease, 

The authors report “there were 
no appreciable differences between 
the re-treatment rates” of two 
groups of patients studied by the Di- 
Vision of Venereal Disease, one fol- 
lowed routinely and the other in- 
tensively. 


in color, sex, 
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Cancer Survival Rates 


In a paper given by Mardelle L. 
Clark, A. B., Jean Hall Gerende, B. S., 
M. S. P. H., and Mary B. Peeples, 
of the Armed Forces Institute of 
*athology, an evaluation wus made 
of the differences in follow-up rates 
of patients treated for primary car- 
cinoma of the bladder when com- 
puted by the direct and by the ac- 
tuarial methods, They felt that the 
over-all rates did not provide a suffi- 
cient basis for prognosis, since the 
rates vary in direct ratio to the se- 
verity of the disease. 


Actuarial Method 


“The so-called method 
of computing survival rates is self- 
contradictory and, as such, cannot 
be used for building up a statistical 
theory for the evaluation of the role 
of chance on the varying outcomes of 
treatments of patients,” Evelyn Fix, 
Ph. D., of the statistical laboratory 
of the University of California, 
maintained before the statistical see- 
tion and the Biometrics Society. 

She pointed out that in dealing 
with data on moderate numbers of 
individuals and in trying to use these 
data for comparisons either of dif- 
ferent methods of treatment or of 
different systems of symptoms it is 
essential to have at hand an appro- 
priate statistical theory to guard 
against unwarranted conclusions. 

To be useful, Dr. Fix emphasized, 
“such theory must be based on a 


actuarial 


system of assumptions that are as 
close to the actual phenomena as 
assumptions 


possible, and _ these 


must be mutually consistent.” 


DENTAL RESEARCH 


Persons, Not Teeth, Unit 
of Clinical Sample 


“More and tighter dentist-statis- 
tician relationships are necessary in 
public health dentistry today,” A. L. 
Russell, D. D. S., of the National 
Institute of Dental Research, Pub- 
lic Health Service, emphasized be- 
fore the dental health and statistics 
sections. 

Public health dentistry has three 


main objectives, Dr. Russell added— 
education, treatment, and preven- 
tion. To reach these objectives, the 
dentist must know what facts are 
pertinent and available and how to 
procure and evaluate them. 

In planning a program, Dr. Rus- 
sell said that “it is considered good 
practice to make a preliminary needs 
survey ... to determine the mag- 
nitude of the community problem 
and to determine the proportions in 
which education, treatment, or pre- 
vention are most applicable as a solu- 
tion.” 
data “can be recorded on a single 
examination form ... designed for 
quick tabulation and adaptable to 
use.” A 
specific program can then be planned 
to meet the actual needs of the com- 
munity. 

Dr. Russell cited an instance In 
which it was found that the referral 
program had failed 
dentists would not accept children 
After three of seven 
dentists had short 
course in dentistry for children the 
referral 
Had the 
findings 


He went on to say that the 


methods in common 


because local 
as patients. 
local taken a 
reinstated. 
shown different 
approach might 


System 
survey 

another 

have been used. 


was 


Successful “trouble-shooting,” as 
Dr. Russell describes this method, Is 
dependent upon accurate diagnoses, 
for, unless the raw data sent in from 
the field 
cording to well-established principles 


have been assembled ac- 
and can be depended upon they are 
worthless to the statistician. 


Planning the Key 

Dr. Russell that “it is a 
truism that the statistician is more 
useful during the planning phase of 
a survey than he can be after the 
raw data have been assembled for 
Surveys 


says 


tabulation and analysis.” 
are pre-planned “from the statisti- 
cal point of view.” Evaluation of a 
given program begins with a resur- 
vey, using exactly the same proced- 
ures as those in the original sur- 
vey. The statistician then analyzes 
the results to determine whether 
the observed differences are real, 
and the dentist decides whether they 
are meaningful. 
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In discussing the flouridation pro- 
gram, the Public Health Service of- 
ficer stated that ‘‘flouridation of the 
water supply does not do away with 
the necessity for dental education 
and for dental care, and these ele- 
ments of the program will continue 
to require reappraisal and modifi- 
eation.” 

Dr. Russell stressed the im- 
portance of the contributions made 
by public health dentists to basic 
knowledge and methods of control 
of oral diseases, even though “re- 
search per se” is not their primary 
duty. 

Most difficult in evaluating 
search finding, according to Dr. Rus- 
sell, is for the dentist and the statis- 
tician to evaluate someone else’s 
findings, using only data found in a 
published report. The dentist must 
make the decision on the value ot 


re- 


any measures suggested by such a 
report, basing such a decision on 


contemporary opinions, published 
analyses by dependable groups, or 
on direct clinical tests which he him- 
self may make. 

An adequate study, said Dr, Rus- 
should inelude (1) a concise 
exact description of methods 
evidence that ade- 
been studied, 


sell, 
but 
or criteria; (2) 
quate numbers have 
although a small-sample study may 
be highly conclusive; (3) strict and 
direct control; (4) simple, clear 
logic; and (5) conclusions fully sup- 
ported by evidence. It is best to 
withhold judgment on a single study 
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until it has been duplicated and the 
conclusions confirmed at least once. 

Dr. Russell called attention to a 
point which the statistician should 
a glance—the person 
sampling in a clinical 


recognize at 
is the unit of 
dental study and 
of teeth being studied. 


not the number 


RECORD SYSTEMS 
Medical Students 
Taught Certification 


The “minimum effective dose” 
(m. e. d.) for the teaching of death 
medical students is 
continuance pro- 


certification to 
“believed to be a 
gram of repeated indoctrination, ex- 
perience, study, and discussion that 
builds desired appreciations and 
habits step by step as the student's 
education progresses,” the 
Association of Registra- 
tion Executives and the statistics 
section of the Western Branch were 
told by Adolph Weinzril, M. D., and 
Carl E. Hopkins, Ph. D., of the Uni- 
versity of Oregon Medical School. 
Teaching of future physicians 
should produce, they felt, active ap- 
preciation of the need for data, of 
the registration and vital statistics 
system, of the sources of 
error and how to prevent them, and 
of the physician’s key role in the 


medical 
American 


common 


system. 
Hopkims said 
lectures on 


Weinzril and 
tried “one-shot” 


Drs. 
they 








WATER AND SEWAGE 


17 Million Served by 
Individual Sewage Units 


Only 40 percent of the 4,400,000 in- 
dividual household sewage disposal 
systems in the United States were 
installed under organized State or 
local health agency control, V. G. 
MacKenzie, B. §S., officer in charge, 
Environmental Health Center, Pub- 
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lic Health Service, reported to the 
engineering section. These systems 
serve 17 million persons, compared to 
public sewer 
the 


served by 
Trends 
portance of individual systems will 
not be reduced, he said. Forty per- 
cent of the homes being built with 


75 million 


systems. indicate im- 


Federal mortgage insurance assist- 
ance depend upon individual systems 
for sewage disposal. 

Reporting on studies of septic tank 


characteristics, Mr. 


performance 








“the why’s and how’s of medical cer- 
tification” and rejected them as in- 
effective. They said their m. e. d. 
was effective “only if due attention 
is paid to the basic elements of the 
learning process.” Whenever pos- 
sible, the necessary verbalizations 
need to be accompanied by exercise, 
on the part of the student, of the 
primary senses and motor activities. 
The sequence of drive-stimulus-re- 
sponse-reward must be repeated over 
and over in an expanding context of 
collateral medical knowledge, they 
found, emphasizing that “the entire 
process seems to work best in a com- 
fortable, nonauthoritarian climate of 
feeling.” 


State-Local Project 

Now under development in Cali- 
fornia is a long-range plan that will 
transform records, reports, and re- 
from a “mill- 
adminis- 


porting procedures 
stone around the neck” of 
trators into an efficient, useful tool 
in program planning, operation, and 
evaluation, the 
heard from Paul W. Shipley, B. S.., 
chief of the bureau of records and 
statistics of the California State De- 
partment of Public Health. 

He reported that for the first time 
in the State the personnel responsi- 


statistics section 


ble for program planning and opera 
tion of both the State and 
health departments have pooled thei 
resources in an orderly approach to 
“this complex prob 


loca! 


solving most 


lem.” 





Mackenzie factors of 


capacity, shape, compartmentation, 


emphasized 


depth, inlet and outlet arrange 
ments, and other factors affecting 
operation. The removal of sus 


pended solids was taken as the cri 
terion of tank performance. He 
also stressed the variations in com- 
volume of household 
basic consideration in 


position and 
Wastes as a 
design standards. 

Concerning the effect of household 
detergent soil absorption 


use on 
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systems, additions of detergent and 
soap, respectively, to tank effluents 
indicated no differences in clogging 
tendencies, Mr. MacKenzie said. 
Similar studies with grease-soap and 
grease-detergent tap water suspen- 
sions showed greater clogging for 
the soap. Tests with wash waters 
from a home washer, using soap and 
detergent alternately, showed no 
differences in clogging rates when 
applied to soil cores. Both soap and 
detergent washer wastes clogged soil 
more rapidly than normal septic tank 
effluent. 

Mr. MacKenzie said that the sep- 
tic tank is not a complete disposal 
system but a unit of a process for 
disposal of waste liquid into the 
soil—a medium that is sensitive to 
the heavy waste loads placed on it 
and susceptible to damage from ab- 
normal changes in those wastes. 
This and all factual information 
concerning septic tanks should be 
considered in the design, operation, 
and servicing of each individual 
tank installation, he concluded. 


The Membrane Filter 


A method for bacteriological anal- 
ysis of water which promises a sub- 
stantial reduction in time, material, 
equipment, labor, and space, and yet 
will, in all likelihood, be more cer- 
tain and precise than present meth- 
ods, was described to the engineer- 
ng section by Harold F. Clark, M. A., 
and Paul W. Kabler, M. D., bae- 
teriologists from the Environmental 
Health Center, Cincinnati, of the 
Public Health Service. 

The apparatus consists of a funnel 
and receptacle and is made of stain- 
less steel. The sterile membrane is 
placed on a porous plate in the re- 
ceptacle, and the funnel is clamped 
Removal of the bacteria is 
sample 


over it. 
effected by passing the 
through the funnel. The method 
permits use of large quantities of 
sample, 500 ml. or more, they stated. 

Dr. Alexander Goetz made the 
membrane filter apparatus, and it 
was supplied through the Army 
Chemical Corps. The filter is pre- 
pared from a cellulose derivative 
and will quantitatively remove bac- 
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teria from water samples. Bacterial 
counts by the membrane filter tech- 
nique require filtration of a repre- 
sentative amount of sample, choice of 
a suitable medium, incubation, and 
counting the colonies, according to 
Clark and Kabler. 

They reported that coliform deter- 
minations require about 18 hours in- 
stead of 3 or 4 days needed by pres- 
ent procedures. Details of this 
procedure were described in Public 
Health Reports for July 27, 1951. 


Differential Media 


The membrane filter method for 
the culture and identification of bac- 
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teria is unique in that it enables the 
bacteriologist to transfer growing 
organisms to two or more enrich- 
ment and/or differential media at 
any period in their growth cycle, Dr. 
Kabler and Mr. Clark reported in 
another paper before the laboratory 
section. 

Each organism provided 
suitable nutrients will 
The incubation time 
depend on the 


with 
produce a 
visible colony. 
and temperature 
species of bacteria to be grown and 
the medium used. All components 
of the medium used with the mem 
brane filter technique must be in 
most 


solution. The formulae of 





i 


The Goetz membrane filter apparatus is demonstrated by 


Harold F. Clark, bacteriologist of the Environmental Health Center, 
who has developed some of its uses in sanitary bacteriology. 
The filter was on display as part of the Public Health Service ex- 


hibit-demonstration at San Francisco. 


The filter technique was 


described in Public Health Reports for July 27, 1951. 
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media for conventional uses must 
be modified for best results with the 
membrane, they stated. 


Species Identification 


Concomitant with growth of the 
colonies on the membrane, the prob- 
lem of group and/or species identi- 
fication must be considered. Efforts 
have been made to develop differen- 
tial media which produce a char- 
acteristic color change in or around 
the colony, inhibit unwanted groups 
or species, and exhibit both inhibi- 
tion and characteristic color reac- 
tion, they said. 

The results of experiments with 
seven media for growth of several 
species of bacteria were described 
and evaluated by Dr. Kabler and 
Mr. Clark. <A modified Endo me- 
dium was found very good for the 
demonstration and enumeration of 
coliform organisms. Bismuth sulfite 
was excellent for growing Salmonella 
typhosa. For other Salmonella, pre- 
liminary enrichment on_ tetrathio- 
nate broth followed by incubation on 
brilliant green (Kaufmann) gave 
high recovery rates. 


Sewage Water Reclaimed 


A 2-year sewage reclamation 
study by the University of California 
sanitary engineering research proj- 
ect indicates that although no satis- 
factory basis for the design of sew- 
age spreading areas has been deter- 
mined, it is possible to reclaim water 
from sewage by spreading, the engi- 
neering section was told by project 
members, Arnold E. Greenberg, S. M., 
and Harold B. Gotaas, Se. D., re- 
search engineer and director. 
Planned reclaination is a compara- 
tively recent development, designed 
specifically to 
water, and is receiving serious con- 


produce a_ usable 
sideration in water shortage areas. 
In effluent 
spreading on uncultivated land, Mr. 


their study of sewage 
Greenberg and Dr. Gotaas concluded 
that a bacteriologically safe water 
can be produced from a good sewage 
plant effluent and that a chemically 
satisfactory water can be produced 
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from the final effluent of a plant 
treating domestic sewage. 

A percolation rate of 0.1 foot per 
day can be expected from spreading 
a final sewage plant effluent on Han- 
ford fine sandy loam. Resting and 
spreading of the spreading basin 
will maintain maximum percolation 
rates. Mosquitoes will create a 
nuisance requiring control, they 
said, and control of algae odors may 
also be necessary. 


Water Pollution Control 


A discussion of the comprehensive 
and sweeping changes in State laws 
for the control of water pollution 
enacted by the 1949 California Legis- 


lature, creating a State and nine 
regional water pollution § control 


boards, was presented to the engi- 
neering section and National As- 
sociation of Sanitarians by Vinton 
W. Bacon, executive officer of the 
California State Water Pollution 
Control Board. 

The new legislation establishes by 
definition the concepts of “contami- 
nation,” “pollution,” and “nuisance.” 
The authority of the State and local 
departments of public health is re- 
stricted to cases involving contami- 


nation. Abatement of pollution and 


nuisance rests with the State and 
regional water pollution control 


boards, 
Control of waste discharges is ex- 
ercised through treatment-plant ef- 
fluent receiving-stream quality 
requirements. This abolishes the 
former “permit” system which re- 
quired advance review and approval 
of plans and specifications for pro- 
posed waste treatment and disposal 
facilities. 
Coordination 


or 


of water pollution 
of all State, 
gional, and local agencies is a prime 


control activities re- 
objective of the new legislation, con- 
tinued Mr. Bacon. 
trol is decentralized and placed on 
the regional level, with regional poli- 


Pollution con- 


cies being established by a five-mem- 
ber board from within 
Control is based on a 


appointed 
the region. 


case-by-case study and analysis of 
water uses rather than by a fixed 
rule, Mr. Bacon said. 





SANITATION 


Food Handler Training 
Pays Large Dividends 


Information thus far accumulated 
in a number of California communi- 
ties in a survey by the State Depart- 
ment of Public Health indicates that 
food-handler training pays substan- 
tial dividends, Ralph L. Tarbett, 
B.'C. B., associate sanitary engineer 
of the department, told the sanita- 
tion section of the Western APHA 
Branch. 

Mr. Tarbett said that, although 
positive conclusions cannot be made 
at present, there is evidence of divi- 
dends in improved restaurant sani- 
tation, better relations between the 
restaurant industry and local health 
departments, and increased public 
support for the program. 

The State Department of Public 
Health began the survey of the ef- 
fect of food-handler training at the 
request of the 1950 California Con- 
ference of Local Health Officers, 
which had gone on record as favor- 
ing education and inspection as parts 
of a food sanitation program. Con- 
sultants from the American Public 
Health Association, United States 
Public Health Service, and the Uni- 
versity of California School of Public 
Ilealth aided in planning the meth- 
ods, forms, and techniques used in 
the survey, he said. 

Much of the criticism of health 
departments regarding food sanita- 
tion is the lack of uniformity in rec- 
ommended practices and legal in- 
terpretations of laws, Mr. Tarbett 
noted. He felt that these studies, 
in addition to measuring the value 
of food handler training courses, will 
tend to combat this criticism and 
develop closer relationships between 
the State and local health depart- 
ments. 


Local Sanitation 


Other sanitation activities at State 
and local levels were discussed at 
meetings of the Conferences of State 
Sanitary Engineers and Municipal 
Public Health Engineers. John M. 
Helper, C. E., State sanitary engi- 
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neer of Michigan, stated that the 
widely practiced food handler train- 
ing program is not accepted in Mich- 
igan, due to the large turnover of 
personnel in food handling  busi- 
nesses. He felt that this activity 
should be critically re-examined as 
a health department program. 

Other speakers stressed that 
where local sanitation personnel are 
available, sanitation work can and 
should be done by them, but there 
is a considerable job for State health 
departments in providing sanitation 
for small communities and rural 
areas. It was also pointed out that 
the need for sanitation personnel 
must be based on environmental 
units rather than population units. 

The engineers’ conference also 
heard a panel discussion of inter- 
state milk shipment program respon- 
sibilities. F. L. Woodward, chief, 
section of environmental sanitation, 
Minnesota Department of Health, 
told the joint session that the role 
of the United States Public Health 
Service in the program is to rate 
State survey and laboratory people 
and to disseminate information and 
data regarding milk supply ratings. 
Otherwise, it is a program of the 
milk producing and receiving States, 
he said. 

Other panel speakers commented 
on reciprocal milk programs among 
local health jurisdictions within the 
States and on different legal and 
technical aspects of reciprocal milk 
shipments. 


Checking Specifications 

Why should sanitation personnel 
depend upon building departments 
to do their job for them? Should 
they not check the sanitation items 
in building plans and specifications, 
rather than depend upon someone 
who may be less qualified or less in- 
terested in those items? These were 
questions presented to the engineer- 
ing section and the National Asso- 
ciation of Sanitarians by Frank A. 
Gohr, M. P. H., and Jordan F. Hir- 
atzka, B. §., sanitarians, Depart- 
ment of Sanitation and Public 
llealth, student health service, Uni- 
versity of California at Berkeley. 
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In stressing the desirability of 
using a check list of sanitation items 
for reviewing building plans, they 
pointed out that of 44 local health 
departments queried in California, 
less than one-third used any form of 
a check list. While many of this 
third used applicable codes, such 
usage is unsatisfactory since they 
include much material extraneous to 
sanitation, thereby requiring num- 
erous books and pamphlets to do a 
satisfactory checking job. Also, 
codes and ordinances in general usu- 
ally contain such nebulous terms as 
“adequate,” “sufficient,” ‘satisfac- 
tory,” ete., they continued. Is it 
not better, they asked, to incorporate 
sanitation items from these and 
other sources into a single volume, 
replacing vague terms with definite 
concrete standards? 

Such a check list and manual has 
been used since early 1951 by the 
Department of Sanitation and Pub- 
lic Health at the University of Cal- 
ifornia. From past experiences and 
national and local codes, ordinances, 
standards, and practices, the de- 
partment has assembled into one vol- 
ume pertinent, specific items rela- 
tive to sanitation and public health 
in building construction, renovation, 
and repairs. 

The check list and manual is suffi- 
ciently broad and versatile to include 
diverse phases and different cate- 
gories of construction embodied in 
medical, laboratory, and classroom 
buildings and has won unanimous 
approval of key building and con- 
struction personnel at the university 
they said. 


MANPOWER 


5,000 Engineers Now in 
Public Health Activity 


There are an estimated 5,000 engi- 
neers in the United States partici- 
pating in public health activities, 
Francis B. Elder, M. S. P. H., engi- 
neering associate, APHA, reported 
to the engineering section. Data 
assembled by the section from 1949 
through 1950 revealed that the aver- 
age of the continental United States 
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is 3.2 sanitary engineers per 100,000 
population. The range in States is 
from 1.4 engineers per 100,000 in 
Kentucky to 7.7 in the District of 
Columbia. Mr. Elder noted that 
Alaska has a ratio of 5.4 and Puerto 
Rico 0.5 engineer per 100,000. 

Public health agencies ranked 
highest in employment of sanitary 
engineers, with 1,365, or 28 percent 
of the total. Of this group, 651 are 
employed by State agencies; 290 by 
muncipal ; 263 by Federal; and 82 by 
special districts. Consulting offices 
employ 1,239, or 25 percent of the 
total, and various public works, 868, 
or 18 percent. . 

Mr. Elder said that less than 15 
percent of the engineers are not prac 
ticing sanitary engineers. Over half 
give more than 75 percent of their 
time to such duties. Sixteen per- 
cent devote half to three-quarters of 
their time, and 17 percent devote less 
than 50 percent of their time to 
sanitary engineering activities. 

Thirty-two percent of the engi- 
neers are in the age group 35-44, said 
Mr. Elder. There were only 115 
younger than 25 years, but 622 older 
than 60. Sixteen vears is the extent 
of education for 43 percent of the 
engineers, while 20 percent have had 
18 or more years. Only 4.5 percent 
have 12 years or less of education, 
of whom 79 percent were 45 years 
or more old. 

Mr. Elder said that 188, or 11 per- 
cent, of the sanitary engineers are 
in the regular service of one of the 
mnilitary departments of the Public 
Health Service and 1,681, or approx- 
imately one-third, hold reserve com- 
missions or are on active duty with 
those establishments. 


Half of Undergraduates Stay 


Approximately 51 percent of the 
undergraduate sanitary engineering 
students and 77 percent of those who 
take graduate work in sanitary en- 


’ gineering follow the profession for 


which they were educated, Arthur 
P. Miller, C. E., Division of Engi- 
neering Resources, Public Health 
Service, reported to the engineering 
section. This conclusion is derived 
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from past and present studies con- 
ducted by Mr. Miller and Walter A. 
Lyon, senior assistant Sanitary en- 
gineer (R). 

Mr. Miller presented data from 
these studies in discussing the flow 
of men into the sanitary engineering 
profession, the degree to which they 
are prepared to carry out their work, 
and their numbers and distribution. 
He pointed out that, with few excep- 
tions, most sanitary engineering un- 
dergraduates have available to them 
only a modified civil engineering 
curriculum. Also, he continued, 
there are wide variations of opinion 
among institutions offering under- 
graduate training as to the scope 
and content of the curriculum. He 
said the number of such institutions 
has risen from 21 in 1938 to 40 in 
1950, and 57 universities now offer 
graduate education in sanitary engi- 
neering. 

From 1951 through 1954, 419 sani- 
tary engineering graduates are ex- 
pected to be available for employ- 
ment, but Mr. Miller estimated that 
only 210 would enter and remain 
in the profession. Sanitary engi- 
neering appears to have arrived at 
the time when losses due to retire- 
ment and death will be increasingly 
felt, he said. 


The Public Health School 


If schools of public health are to 
help in the manpower the 
field of public health must be so re- 
defined that it will have an appeal 
based on the professional back- 
ground and aptitude of those who 
are trained in the professions, Henry 
F. Vaughan, Dr. P. H., Dean of the 
University of Michigan’s school of 
public health, emphasized to the 
engineering section. 

The responsibility of recruitment 
should be shared alike by the school 
of public health and the employing 


crisis, 


agencies, said Dr. Vaughan. To 
make the maximum use of the 
shrinking personnel reservoir we 


must evaluate the various jobs in 
terms of the skills required. For 
example, the job of the physician 
must be so defined that he can be 
relieved of administrative details 
which can be carried out by lay per- 
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sonnel. The physician should be 
conserved for medical work; the en- 
for engineering activities, 
he said. This would make a public 
health career more attractive to the 
prospective student. 

Dr. Vaughan stressed that the ob- 
ject of schools of public health is to 
train those now required and to be 
required by the health agencies. 
Since the practice of public health is 
constantly changing, the training job 
is not an easy one, he said. Train- 
ing must be comprehensive and must 
deal with the community as a whole 
even though certain public health 
functions may be the responsibilities 
of other than public health depart- 
ments. 

The emergency type of health 
service has been superseded by a 
program. emphasizing health educa- 
tion, Dr. Vaughan continued. Budg- 
ets, personnel management, _re- 
cruitment, merit systems and un- 
derstanding community social needs, 
control of the chronic diseases, and 
a program of gerontology have re- 
placed the problems of the exotic 


gineer 


diseases. Complexities of stream 
pollution, sanitation, and atomic, 
chemical, and bacteriological war- 


fare are now facing us, he said. 

To meet these changing situations, 
said Dr. Vaughan, the schooi of pub- 
lic health must provide additional 
training for professional people with 
diversified backgrounds essential to 
the completeness of the public health 
team; develop new types of person- 
nel to meet the needs of general 
service; train a few specialists; and 
provide continued education for 
those who are already employed in 
the health services. 


The Engineering School 

The role of the engineering school 
in meeting the manpower crisis was 
discussed at the engineering section 
meeting by S. T. Harding, consult- 


ing engineer, Burbank, Calif. The 
development of special engineer- 


ing courses to meet defense needs 
should be withheld until these needs 
are properly defined by adequate au- 
thority, declared Mr. Harding. He 
stressed that while the current man- 
power crisis is immediate, it should 


be met with the minimum disturb- 
ance of the long-time objectives of 
engineering education. 

Whenever specialized training or 
accelerated programs are necessary 
to the defense effort, the engineering 
colleges are equipped to meet these 
needs in plant and faculty and have 
experience in the last war to serve 
as a guide. Until then, said Mr. 
Harding, they can serve best by con- 
tinuing their standard undergradu- 
ate training. 

He felt that in encouraging stu- 
dents to enroll in engineering 
courses, short-time conditions should 
not be stressed except as a matter 
of emergencies and patriotic service. 
The prospects for an engineering 
career should be presented for aver- 
age economic conditions rather than 
for depressions or booms, he said. 

Some accelerations of engineering 
courses may be practicable, but com- 
pressing the 4-year curriculum into 
three unbroken years of study was 
generally unsuccessful in the last 
war, Mr. Harding continued, because 
students can become mentally as well 
as physically stale. As an alterna- 
tive, he proposed the elimination of 
liberal arts courses and the segrega- 
tion of studies into specialties. 


AIR POLLUTION 


20,000 To Be Studied 
In Detroit-Windsor 


A comprehensive study of the 
effects of air pollution on the health 
of citizens in the Detroit-Windsor, 
Ont., area is now being planned by 
The international Joint Commission 
in Controlling Air Pollution, the en- 
gineering and industrial hygiene 
sections were told by J. R. Menzies, 
chief, Public Health Engineering Di- 
vision, Department of National 
Health and Welfare, Ottawa, Can- 
ada. This is probably the first oc- 
-asion when the technical and scien- 
tific resources of two nations have 
been combined in a joint effort to 
determine the effects of air pollu- 
tion on public health, he reported. 

The tentative proposal is to in- 
clude 5,000 family units in Detroit 
and Windsor, which will provide 
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morbidity data on approximately 
20,000 persons. The family units 
will be divided into six groups based 
on their socioeconomic status and 
the air pollution intensity to which 
they are subjected. Mr. Menzies 
said special attention will be di- 
rected to diseases of the respiratory 
system. 

Much of the engineering data to 
be used in conducting this study has 
been collected by the commission 
since 1949, when it began an investi- 
gation seeking means of controlling 
and reducing the amount of smoke, 
soot, and fly ash produced by De- 
troit River vessels. The investiga- 
tion was then broadened to include 
the emission of objectionable indus- 
trial gases and particulate matter in 
the highly industrialized area. 


The Engineering Approach 


New techniques and methods for 
measurements and removal of air 
contaminants were described to the 
engineering and industrial hygiene 
sections by Hamnett P. Munger, 
Ph. D., in charge of air pollution re- 
search, Battelle Memorial Research, 
Columbus, Ohio. Dr. Munger de- 
scribed a directional dirt-fall collec- 
tor which he felt to be of particular 
value in highly industrialized areas. 
With the use of this collector it 
should be possible to determine the 
direction from which the major con- 
taminant comes, he said. 

A low-velocity wind tunnel, con- 
densation nuclei recorder, miniature 
Venturi scrubber, and other equip- 
ment are now being perfected to 
furnish specific information concern- 
ing air contaminants, continued Dr. 
Munger. He also presented newer 
developments in the means of sam- 
pling and analyzing aerosols. 

In stressing the role of meteor- 
ology and topography in the accumu- 
lation of contaminants in industrial 
areas, Dr. Munger described kite- 
balloon methods for measuring me- 
teorological parameters and topo- 
graphic effects. In applying these 
techniques to industrial problems, 
he said, each situation must be stud- 
ied, plant by plant, to obtain the 
most economical method for reduc- 
ing air contamination. 
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Smog Diminished 


The Los Angeles smog problem is 
diminishing, Gordon P. Larson, di- 
rector of the Los Angeles County Air 
Pollution Control District, reported 
to the engineering and industrial hy- 
giene section. He said that due to 
the control district’s efforts air pol- 
lution from common visible sources 
is being controlled, with the result 
of a decreasing number of intense 
smug days, improvement in visibility 
conditions, and public recognition of 
a noticeable improvement in general 
atmospheric conditions. 

Mr. Larson said that some groups 
maintain that medical research is 
the answer to the air pollution prob- 
lem and argue that controls should 
not be instituted until the effects 
on health have been determined for 
each pollutant. This would involve 
waiting many years until expensive 
and time-consuming studies can be 
completed, he continued, and the 
public’s alarm about smog requires 
that some air pollution action be 








—Micro-photo from air pollution 
district, county of Los Angeles. 


The smog particles seen here under 
the electron microscope were col- 
lected in Los Angeles County from 
smoggy air with a micro-impactor 
which impinges the tiny particles on 
glass slides. It is believed that 
these particles are largely respon- 
sible for reducing visibility. Their 
size is in the order of 1/25,000 of an 
inch in diameter. They appear to be 
comprised of both liquid and solid 
particles. Magnification 2700 X. 


taken now. The application of con- 
trol techniques is the most that any- 
one can do at present, he said. 

In the past 3 years Los Angeles 
area industry has expended seven 
and a half million dollars to con- 
trol pollutants at the source, he con- 
tinued. The metals industry is now 
collecting 85-99 percent of its metal- 
lurgical fumes, and the dust pro- 
ducers, which include processes such 
as milling and grinding, have collec- 
tion efficiencies well above 95 per- 
cent. 

Mr. Larson said the requirements 
for the collection of dusts and fumes 
were specified after a detailed study 
of contributing sources, economic 
factors, and available engineering 
techniques. A limit for sulfur di- 
oxide emitted by chemical plants 
and refineries has eliminated local 
crop damage from this gas, he said, 
adding that odor problems from ren- 
dering plants and fertilizer, paint, 
and canning industries have been 
successfully resolved in every in- 
stance. 

Smoke particles from commercial 
and industrial plants have been re- 
duced by 60 percent, he continued, 
but public rubbish burning still pre- 
sents a problem which is now being 
attacked. Mr. Larson felt that suc- 
cessful control of smoke, dust, 
fumes, and odors indicates that 
similar results can be achieved on 
other pollutants as they are dis- 
covered, 


Strong Laws Needed 


Air pollution control laws must be 
made strong in both coverage and 
penalties, even when conciliatory 
and educational measures are con- 
templated in their enforcement, the 
Committee on Air Hygiene reported 
to the engineering and industrial hy- 
giene sections. Chairman H. A. 
Whittaker said that public educa- 
tional measures are of real value 
as propaganda mediums but are of 
little use if the law governing air 
pollution is weak. He felt that the 
primary accomplishment of educa- 
tional measures is to keep the pub- 
lic aware of the existence of the 
law. 
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In discussing the two legal ap- 
proaches to air pollution control— 
public or private nuisance, and 
specific legislation—Mr. Whittaker 
noted that nuisance cases are diffi- 
cult to prove in industrial areas since 
the plaintiff, whether a private citi- 
zen or a public body, must prove that 
the nuisance exists caused 
by the specific source sought to be 
abated. 

The simplest type of specific air 
pollution legislation is a State law 
declaring smoke and/or other forms 
of air pollution to be public nui- 
sances per se, he continued. Or the 
State can take the more direct ap- 
proach of using its constitutional 
police powers to enact laws to forbid 


and is 


or regulate various practices for the 
general welfare and comfort of the 
people, regardless of whether or not 
they constitute nuisances. 

In presenting other examples of 
specific legislation, Mr. Whittaker 
stressed that it is not necessary to 
so draft an ordinance that it im- 
poses unreasonable conditions and 
restrictions. He felt that simple di- 
rect routes should be taken to curb 
pollution, citing such steps as limita- 
tion on permissible emission from 
stacks, prohibition of new construc- 
tion which includes design faults 
that would fail to limit excessive 
emission, and inspection of existing 
installations to seek similar design 
faults. 

There is a strong trend to empower 
air pollution administrative agencies 
to adopt their own rules and regu- 
lations, Mr. Whittaker reported. He 
cited the New York City smoke con- 
trol ordinance (1949), 
mits the administrative bureau to 
establish emission standards, as an 
example of how simple such a law 
may be. 


Which per- 


INDUSTRIAL PRACTICES 


Studies Urged for 
Workers Exposed to Noise 


Reporting on the effects and con- 
trols of industrial noise, Charles I. 
Barron, M. D., of the Lockheed Air- 
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craft Corporation’s medical depart- 
ment, recommended that serial 
audiometric studies be performed on 
all individuals exposed to industrial 
noise and corrective action taken 
to prevent permanent hearing im- 
pairment. He also told the indus- 
trial hygiene section that predictive 
tests are needed to detect noise- 
susceptible individuals prior to job 
placement. 

Ixxposure to excessive or pro- 
longed noise may cause irritability, 
head headaches, nausea, 
anorexia, insomnia, inability to con- 
centrate, and poor neuromuscular 
control, explained Dr.. Barron. 
Noise interference with speech com- 
munication and auditory warning 
signals results in diminished effi- 
ciency, increased accident rates and 
morale. 

Noise is best controlled at its 
source, Dr. Barron said. Wherever 
possible, spatial isolation should be 
practiced but elimination, redesign- 
ing or replacement of machinery 
may be necessary, as well as struc- 
tural isolation by cells, chambers, 
walls, and partitions. Various ear 
protectors afford adequate auditory 
protection from 85 to 140 decibels, 
but beyond this level transient ex- 
posure and frequent personnel rota- 
tion is necessary, he said. 


noises, 


poor 


Diesel Engines Underground 


In determining permissibility for 
use of diesel engines underground 
with reference to avoidance of an 
unhealthful or poisonous atmos- 
phere, there are more important fac- 
tors than tests for toxic constituents 
in the engines’ exhaust gases, the 
engineering and industrial hygiene 
sections were told by S. H. Ash, 
E. M., chief, safety branch, Bureau 
of Mines, and senior engineer (I), 
Public Health Service. These fac- 
tors are adequate ventilation, me- 
chanical efficiency, proper fuel, and 
efficient exhaust-gas conditioner, 
and maintenance of engine, condi- 
tioner, and water level in the condi- 
tioner, he said. 

Although it is imperative that 
mine or tunnel operators know how 
much fresh air is required to pre- 








vent an unhealthful atmosphere of 
toxic gases and fumes from diesel 
engines, it is more important to them 
and to the miners to know when a 
healthful or a dangerous atmosphere 


exists, said Mr. Ash. Estimates of 
the ventilation required for diesel 
engines must depend en knowledge 
of the rate at which toxic exhaust 
gases are produced by the engine 
under all conditions of operation. 
But many samples from diesel en- 
gines are not true criteria of the 
anticipated performance of the en- 
gine since it produces the toxic con- 
stituents of exhaust gases at varying 
rates under different conditions, he 
continued. Dependence should be 
placed on the quality of the general 
air under systematic sampling. 

Mr. Ash stated that his experience 
and that of several States where 
diesel engines are or have been in 
operation shows that, if ventilation 
is supplied such that the general air 
contains carbon monoxide in the 
range of 0.001 (10 ppm) to 0.002 (20 
ppm) percent, any diesel engine in 
use today in these places can be op- 
erated safely. 


Dangers From Insecticides 

The methods available to public 
health departments for safeguard- 
ing the health of aviators who apply 
organic phosphorus in- 
secticides were discussed at the 
industrial hygiene section meeting 
by Ralph R. Sullivan, M. D., M. P. H., 
director, industrial hygiene section, 
Oregon State Board of Health. He 
said that accidents frequently occur 
among these crop-dusting pilots be- 
cause they do not know or comply 
with recommended precautions and 
measures for protecting themselves 
from such poisoning. 

Dr. Sullivan continued that the 
rapid and tremendous increase in the 
use of toxic insecticides, not only by 
the professional applicator but also 
by the amateur gardener, makes it 
imperative that information about 
their chronic effects be widely dis- 
seminated. He cited a case report 
in which a crop-dusting pilot averted 
a crash through information gained 
from an instruction program of the 
Oregon State Board of Health. 


poisonous 
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Water Pollution in the 
United States 


This publication presents the basic 
facts of our water pollution prob- 
Jem—how and where the pollution 
originates ; its sources, their number 
and location; what is needed to get 
it under control. 

Data were assembled with the co- 
operation of State and interstate 
water pollution control authorities 
working with other State officials, 
county and city officers, representa- 
tives of industry and of Federal 
agencies. Against the general back- 
ground of the problem, there is pre- 
sented a graphic analysis of munici- 
pal and industrial pollution, con- 
struction and operation of treatment 
plants, and a discussion of costs and 
responsibilities. 

The booklet is available to State 
and interstate water pollution con- 
trol agencies, municipalities, indus- 
tries, and groups and individuals in- 
terested in water resources uses and 
conservation. Each official State 
water pollution control agency has 
a supply. 


Water Pollution in the United 
States. Water Pollution Series No. 


1 (Publig Health Service Publica- 
tion No. 64), 1951, 44 pages. Illus- 
Irom the Superintendent 
of Documents, U. S. Government 
Printing Office, Washington 25, D. C. 
35 cents, 


trations. 


Summary Reports on Water 
Pollution 


In developing the water pollution 
control program under the Federal 
Water Pollution Control Act of 1948, 
the Publie Health Service is collect- 
ing all “available data which would: 
provide a reference point for meas- 
uring progress; provide a guide to 
needed additional data; provide a 
basis for the logical development of 
omprehensive programs; provide a 
basis for approval of loans to States, 
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interstate agencies, and municipali- 
ties at such time as the Congress 
made available funds for this pur- 
pose; and serve to inform the public 
on the problems of water pollution 
and set forth suggestions for pollu- 
tion control.” 

This material is being brought to- 
gether in a series of 15 summary- 
type reports, covering the United 
States by major drainage basins. 
To date, the following reports have 
been published: “Tennessee River 
Drainage Basin,’ “Missouri River 
Drainage Basin,” “Great Basin 
Drainage Basin,” “California Drain- 
age Basins,” “Pacific Northwest 
Drainage Basins,’ “New England 
Drainage Basins,” and “Colorado 
River Drainage Basin.” 

The following are scheduled for 
early release: “North Atlantic 
Drainage Basins,” “Lake Erie Drain- 
age Basin,” and “Ohio River Drain- 
age Basin.” 

These reports are being 
duced for limited distribution to co- 
operating State and interstate agen- 
cies, community organizations, and 
leaders concerned with water pollu- 
tion control problem. Copies may 
be obtained from the State water 
pollution agency in the area covered 
by a specific report. 


repro- 


Morbidity and Mortality 
Weekly Report 

On January 11, 1952, the Public 
Health Service, through the National 
Office of Vital Statistics, began to 
issue a Morbidity and Mortality 
Weekly Report. It combines in one 
publication domestic morbidity data 
previously published in the weekly 
Public Health Reports and the 
Weekly Morbidity Report, and cer- 
tain mortality data previously 
printed in the Weekly Mortality 
Inder. The new publication will be 
issued each Friday except when a 
holiday causes a delay in the submis- 
sion of reports by States and cities. 

This consolidated weekly report 
will include a tabulation of the pro- 
visional numbers of cases reported 
by States during the current week 
for 25 communicable diseases, and a 
smaller group of diseases reported 
by cities. The morbidity section 
will also contain narrative reports 


of epidemics and unusual occur- 
rences of disease. The mortality 
data will include a tabulation of the 
total deaths registered in each of 
106 major cities for the current week 
and a graph showing total deaths 
and a 3-year median for the same 
urban groups. 

Health agencies, libraries, 
other organizations that have de- 
pended upon the summaries pub- 
lished from current statistics in the 
United States may continue to re- 
ceive these data by writing to the 
National Office of Vital Statistics, 
Public Health Service, Washington 
25, D. C., requesting that they be 
placed on the mailing list for the new 
Morbidity and Mortality Weekly Re- 
port. Individuals who wish to be 
placed on the mailing list should in- 
dicate how and to what extent they 
will make use of this publication. 


and 


Adequate Financial 
Support for Hospital 
Maintenance and Operation 


The Hospital Survey and Con- 
struction Act recognized the impor- 
tance of financial support for main- 
tenance and operation by requiring 
the applicant to set forth in its ap- 
plication for funds “reasonable as- 
surance that adequate financial 
support will be available for main- 
tenance and operation when the proj- 
ect is completed.” 

The authors point out that it is 
difficult to find published data which 
would be helpful in arriving at a rea- 
sonable estimate of operating costs 
and income. This publication aims 
to serve as a guide for sponsors of 
new hospitals and to all hospitals 
with budgeting, accounting, or finan- 
cial problems. It presents suggested 
means of obtaining funds, data on 
average hospital costs, and methods 
for dealing with hospital cash 
budgets. 

“se a 
Block, Louis, Spanier, David H., and 
Ververich, John V., Jr.: Adequate 
Financial Support for Hospital 
Maintenance and Operation. (Pub- 
lic Health Service Publication No. 
75), 1951, 27 pages. Free copies 
only: write to the Public Inquiries 
Branch, Public Health Service, 
Washington 25, D. C. 
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Uterine Cancer: 
The Problem of Early Diagnosis 


16-mm., sound, color, 21 minutes. 1951. 
Audience: Physicians, especially general 
practitioners; medical students. 


Available: 
Loan—State and local Health Depart- 
ments and State Cancer Societies. 
Purchase—Apply to American Cancer 
Society, Inc., 47 Beaver Street, 
New York 4, N. Y. 


This is the fourth in a series of 
films sponsored jointly by the Amer- 
ican the Na- 
tional Cancer Institute of the Pub- 
lic Health Service, Federal Security 


Cancer Society and 


Agency. The film reviews the com- 
monest forms of cancer and stresses 
the importance of the general practi- 
tioner in discovering the disease 
early. 

While it discusses uterine cancers 
the film 
on the most prevalent 
the 
diagrams, 
(including several views 


in general, concentrates 
form, carci- 

Employing 
and 


noma of cervix. 


animated charts, 
live action 
through the cervical speculum), the 
film brings out the effect of early de- 
tection of malignancies on 5-year 
Techniques of detec- 
the attention. 
The one which is recommended as a 
the 


smear. 


survival rates, 


tion are given most 


procedure for 


the 


standard office 


practitioner is vaginal 
The interpretation of such material, 
it is stressed, should be entrusted 
only to trained pathologists. 

Several cases of cervical pathol- 


Comparison of relative incidence of and 
mortality from major types of uterine 
cancer. 
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Dr. George Papanicolaou instructs a class 
on the highly specialized technique of 
interpreting vaginal smears. 


Method of obtaining cervical cells for 


cytological study, using an ordinary 


tongue blade, split lengthwise. 


The essential equipment with which the 
general practitioner can perform the safe 
and simple procedure as a part of his office 
routine. 


ogy are reviewed to show how the 
vaginal smear is used in actual prac- 
tice to detect and in some cases to 
The 
point is made that all cervical can- 
situ, 


help rule out malignancy. 


cers may start as tumors in 
and that such tumors—in most cases 
the methods out- 


lined—may well be 100-percent cur- 


detectable by 
able. In this respect, the film is the 
strongest of the far, in 
the philosophy that per- 
vades them all: early suspicion and 


series so 


stressing 


aecurate diagnosis make possible the 


most effective treatment of cancer. 

Other’ films in this series now 
completed are: Cancer; the Problem 
of Early Diagnosis, 1948; Breast 
Cancer ; The Problem of Early Diag- 

1949; Gastrointestinal Can- 
The Problem of Early Diag- 
nosis, 1950. 


nosis, 


cer ; 


Fluoridation Story 


16-mm., sound, color, 3/2 minutes. 1951. 
Audience: General public. 
Available: 

Loan—State Departments of Health, 
Regional Offices of Federal Security 
Agency. 

Purchase—Terms to be arranged. 

This film 
and simply the advantages of adding 


short presents quickly 


fluoride to a community’s water sup- 


ew 
ply. Its message is confined to prac- 


tical facts about fluoridation: kinds 
of fluoride compounds used, low cost, 
lack of harmful effects, and concrete 
benefits in terms of a 65-percent re- 
duction in tooth decay, better health, 
and substantial savings in dental 
bills. The effect of 
achieved in the film by liberal cam- 


animation is 


era movement and the use of “pop- 
ons.”” The film is equally suitable as 
a motion picture trailer, as a filler 
for 16-mm. film programs, as a tele- 
and in exhibits with 


vision spot, 


continuous projectors. 


65 percent less tooth decay . 


yo OOP ee 


. For about 10 cents a year per person 
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